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The demand for home care services in Canada is on the rise, as older adults wish to remain in 
their own homes as long as possible and deinstitutionalization of care continues to promise 
significant savings to the system (Better Home Care, 2016, p. 90). The provision of home care 
services to the older population is complicated by their increased likelihood to have two or more 
chronic health conditions and tendency to require care from multiple providers to meet their 
often complex physical, functional, social, cognitive and psychosocial needs (Health Council of 
Canada, 2012; Statistics Canada, 2015). In Ontario, home care service allocation, care planning 
and care delivery are further fragmented as a result of the multi-layered and complex funding 
and coordination model that exists across the province (Health Quality Ontario, 2012; Local 
Health Integration Networks, 2014a). More integrated care planning at the point-of-care has the 
potential to improve the delivery and experience of person- and family-centred geriatric home 
care (Harvey, Dollard, Marshall, & Mittinty, 2018). This study aimed to develop an 
implementation framework for a new integrated geriatric care planning approach, at the point-of-
care in home care. Key objectives included: a) to investigate the geriatric assessment practices of 
point-of-care providers; b) to collect ideas from older adults and their family/friend caregivers 
for improving person-and family-centred goal-setting; and c) to co-design solutions for more 
integrated geriatric care planning with older adults, their family/friend caregivers and point-of-
care providers.  
Methods 
The Medical Research Council (MRC) Framework for Developing Complex Interventions and 
the Co-creating Knowledge Translation Framework guided this study (Craig et al., 2013; Powell 
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et al., 2013). A sequential transformative mixed methods design from a pragmatic theoretical 
lens was applied, using an ideology of collective creativity to meaningfully engage older adults, 
their family/friend caregivers, and point-of-care providers (Creswell, Clark, Gutmann, & 
Hanson, 2003; Feilzer, 2010; Sanders & Stappers, 2008; Sanders & Stappers, 2012). Phase one 
data collection involved scoping the literature, clinical expert key informant interviews (N = 7) 
and a web-based survey of point-of-care providers (N = 350). Phase two data collection involved 
solutions-focused key informant interviews with older adults and their family/friend caregivers 
(N = 25). Quantitative data analysis involved psychometric testing and descriptive statistics. 
Qualitative data analysis involved inductive and deductive coding techniques and framework 
analysis (Gale, Heath, Cameron, Rashid, & Redwood, 2013; Lofland, Snow, Anderson, & 
Lofland, 2006). The data were brought together as an implementation framework during the 
interpretation phase of this research through a co-design workshop with older adults, their 
family/friend caregivers and point-of-care providers (N = 19).  
Results  
A new survey for assessing geriatric care assessment practices (G-CAP survey) was developed 
and demonstrated acceptable test-retest reliability (M ICC = 0.58; M kappa = 0.63), discriminative 
(M t = 3.0; M p = 0.01) and divergent/convergent (M r= |0.39|) construct validity for use with 
point-of-care nurses, occupational therapists and physiotherapists in home care. Survey data 
revealed that point-of-care providers use their observation and interview skills (M = 4.50 on a 5 
point scale where 1= never and 5= often-always) far more often than standardized assessment 
tools for client assessment (M = 1.72) and rarely share assessment data with or receive 
assessment from other providers (M =3.75; M =3.46). Interview data indicated that older adults 
and their family/friend caregivers want to be engaged in conversations about their goals in 
vi 
 
relation to their daily lives, personal background and medical history. An implementation 
framework for integrated geriatric care planning at the point-of-care emerged, involving three 
key influencing factors: 1) inclusive assessment practices; 2) dialogue-based goal-setting; and 3) 
flexible communication strategies. 
Conclusions 
Integrated care planning for service allocation and point-of-care delivery in geriatric home care 
would be better supported by assessment, goal-setting and communication practices that equally 
address the information needs and person- and family-centred care experiences desired by older 
adults, their family/friend caregivers and point-of-care providers in order to promote virtual 
home care teams. Future research should focus on prototyping strategies, technology, tools and 
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CHAPTER 1: INTRODUCTION AND OVERVIEW  
 
The demand for home care services in Canada is on the rise, as older adults wish to 
remain in their own homes as long as possible and deinstitutionalization of care continues to 
promise significant savings to the system (Better Home Care, 2016).  For example, the average 
daily cost of home care in Ontario is $42.00/ day versus $842.00/ day for hospital care and 
$126.00/ day for long-term care respectively (Home Care Ontario, 2017). While providing care 
at home is cheaper and receiving care at home is most preferred, the home care system in Ontario 
is challenged by increasing client complexity, an aging population, a complex and multi-layered 
structure, and limited resources (Ontario Home Care Association, 2018). 
 In 2014/15, approximately 70% of long-stay home care clients were categorized as 
complex, compared to less than 40% in 2009/10 (Auditor General of Ontario, 2015). In 2015, 
729,357 people in Ontario received home care services and 63% of these services were provided 
to older adults aged 65 and older (Home Care Ontario, 2017). The provision of home care 
services to the older population is complicated by their increased likelihood to have two or more 
chronic health conditions and to require care from multiple providers to meet their often complex 
physical, functional, social, cognitive and psychosocial needs (Health Council of Canada, 2012; 
Statistics Canada, 2015). Older adults often report fragmented home care experiences plagued 
with poor communication, lack of consistency and limited family/friend caregiver support (Gill 
& Connelly, 2013; Giosa, Stolee, Dupuis, Mock, & Santi, 2014; Toscan, Mairs, Hinton, & 
Stolee, 2012). Allocation, planning and delivery of geriatric home care is further disconnected as 
a result of the multi-layered and complex funding and coordination model that exists across the 
province, resulting in a variety of providers working in isolation of each other to organize and 
provide care (Health Quality Ontario, 2012). 
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In 2017/18, Ontario invested $100 million into the home care system as part of a three 
year plan to invest $750 million in home care to help high needs clients and their family/friend 
caregivers access better and more types of care and support closer to home (Ministry of Health 
and Long-Term Care, 2016). Integrated care has been recognized as a major priority for 
improving care for community-dwelling older people living with multi-morbidity (Mittinty, 
Marshall, & Harvey, 2018). In home care, more integrated care planning at the point-of-care has 
the potential to improve the delivery and experience of person- and family-centred care (Harvey 
et al., 2018; Janse, Huijsman, Looman, & Fabbricotti, 2018). 
Using a sequential, transformative mixed methods design from a pragmatic research lens 
and operationalizing collective creativity ideology, this research study aimed to develop a new 
integrated geriatric care planning approach at the point-of-care in home care (Creswell et al., 
2003; Feilzer, 2010; Sanders & Stappers, 2008; Sanders & Stappers, 2012). Phase one (chapters 
4, 5) involved scoping the literature, clinical expert key-informant interviews and the 
development and administration of a web-based survey on geriatric assessment practices to 
point-of-care providers. Phase two (chapter 6) involved solutions-focused key informant 
interviews with older adults and their family/friend caregivers to understand how goal-setting 
could be re-oriented around their needs and preferences. A co-design workshop was held with 
older adults, their family/friend caregivers and point-of-care providers in the interpretation phase 
of this study (chapter 7) to apply the qualitative and quantitative data through hands-on 
collaborative activities, and to populate an implementation framework for a new integrated 




CHAPTER 2: BACKGROUND AND LITERATURE REVIEW 
 
2.1 Introduction to Integrated Care   
 
 Integrated care is a buzz word in health care service delivery and reform strategies 
worldwide (Kodner, 2009) and has been called “a complex process, a fundamental principle” in 
health care today (Goodwin, 2013, p. 1). As an umbrella term, integrated care is used 
interchangeably with coordinated care or seamless care to describe a wide range of diverse 
efforts to address fragmentation within the health care system (Stein & Rieder, 2009; World 
Health Organization, 2016). While the concept of integrated care dates back to the early 1990s, it 
has multiple definitions, meanings and uses that are largely dependent on contextual factors such 
as the structure of the health system, the health care sector and even the population of patients 
and providers in question (Goodwin, 2013; Kodner, 2009; Valentijn et al., 2015). Definitions of 
integrated care also rely on the views of the stakeholders involved in the health care system of 
interest (World Health Organization, 2016).  
Common among most conceptualizations of integrated care, is the recognition that it is a 
complex intervention that requires management and organizational support on macro (system), 
meso (organizational, professional) and micro (clinical) levels (Goodwin, 2013; Valentijn et al., 
2015). For example, The World Health Organization (WHO) has broadly defined integrated 
health care service delivery as, “the management and delivery of health services so that clients 
receive a continuum of preventive and curative services, according to their needs over time and 
across different levels of the health system” (World Health Organization, 2008, p. 4). 
Taxonomies of integrated care models reveal that the type of integration can be organizational, 
professional and/or functional; the breadth of integration can be vertical, horizontal or virtual; the 
degree of integration can range from cross-continuum to linked sectors, to coordination; and the 
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process of integration can be cultural, social, structural and/or systemic (Nolte & McKee, 2008; 
Shaw, Rosen, & Rumbold, 2011). For example, the Rainbow Model of Integrated Care has been 
used to explain the complexity and multidimensionality of integrated care (Valentijn, Schepman, 
Opheij, & Bruijnzeels, 2013). Table 2.1 outlines the six integrated care dimensions of the 
Rainbow Model on the macro, meso and micro levels of care (Valentijn et al., 2015; Valentijn et 
al., 2013).  
Table 2.1 The integrated care dimensions of the Rainbow Model of Integrated Care 
Level of Care Dimension Description 
Micro Clinical Integration The coordination of person-focused care in 
a single process across time, place and 
discipline. 
Meso Professional Integration Inter-professional partnerships based on 
shared competencies, roles, responsibilities 
and accountability to deliver a 
comprehensive continuum of care to a 
defined population. 
Meso Organizational Integration Inter-organizational relationships (e.g., 
contracting, strategic alliances, knowledge 
networks, mergers), including common 
governance mechanisms, to deliver 
comprehensive services to a defined 
population. 
Macro System Integration A horizontal and vertical integrated system, 
based on a coherent set of (informal and 
formal) rules and policies between care 
providers and external stakeholders for the 
benefit of people and populations. 
Micro, Meso, Macro Functional Integration Key support functions and activities (i.e., 
financial, management and information 
systems) structured around the primary 
process of service delivery to coordinate and 
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support accountability and decision-making 
between organizations and professionals in 
order to add overall value to the system. 
Micro, Meso, Macro Normative Integration  The development and maintenance of a 
common frame of reference (i.e., shared 
mission, vision, values and culture) between 
organizations, professional groups and 
individuals. 
 
While defining these dimensions is a necessary step towards a more comprehensive 
understanding of integrated care, the key features of each dimension and how they are 
operationalized in practice, policy and research are still largely unknown (Valentijn et al., 2015).  
Evidence suggests that achieving integrated care in multi-layered delivery systems with diverse 
stakeholders, cultures, funding and governance is very challenging, which means there is no 
unifying solution to integrated care that will fit every situation (Goodwin, 2013; Wodchis, 
Dixon, Anderson, & Goodwin, 2015).  
Successful integration models have been reported to be bottom-up in nature, driven by 
local needs and requiring the support and engagement of all stakeholders involved, including 
patients and their families (Goodwin, 2013; Wodchis et al., 2015). According to the National 
Collaboration on Integrated Care and Support (2013) “integrated care is not about structures, 
organizations or pathways, nor about the way services are commissioned or funded. It is about 
individuals and communities having a better experience of care and support, experiencing less 
inequality and achieving better outcomes” (Care Quality Commission, 2016, p. 8). The key 
difference between integrated care and the integration of care is that integrated care “imposes the 
patient perspective as the organizing principle of service delivery” (Lloyd & Wait, 2005, p. 7); 
whereas, integration refers to the tools, methods and processes to facilitate integrated care (Shaw 
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et al., 2011). Unfortunately, few studies have focused on the patient perspective of integrated 
care and there is limited understanding about the key elements of integrated care from a person- 
and family-centred lens (Mittinty et al., 2018). Most definitions of integrated care are process-
based and/or from the perspective of health systems; however, the National Health Service 
(NHS) in England has uniquely adopted a user-led definition of integrated care, written in the 
patient voice: “I can plan my care with people who work together to understand me and my 
carer(s), put me in control, coordinate and deliver services to achieve my best outcomes” 
(National Voices, 2013, p. 5).  This definition of integrated care is person- and family-centred 
and emphasizes the patient and family/friend caregiver role as active participants in care (Singer 
et al., 2011). The present research study applied this user-led definition of integrated care and 
honed in on clinical, professional, functional and normative integration (Valentijn et al., 2015; 
Valentijn et al., 2013). 
2.2 Home Care  
 
2.2.1 Canada 
 Home care has been defined by The Canadian Home Care Association as “an array of 
services for people of all ages, provided in the home and community setting, that encompasses 
health promotion and teaching, curative intervention, end-of-life care, rehabilitation, support and 
maintenance, social adaptation and integration and support for the informal (family) caregiver” 
(Canadian Home Care Association & Accreditation Canada, 2015, p. 2). The number of people 
receiving home care services in Canada has grown by 55%  since 2008 due to the aging 
population and the de-institutionalization of care as a result of Canadians wanting to stay in their 
homes as long as possible and the government wanting to control health care spending (Canadian 
Nurses Association, 2018; Health Council of Canada, 2012).  Over 1.8 million people received 
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publicly funded home care services across Canada in 2013, with 70% of these services being 
provided to older adults aged 65 and older (Canadian Home Care Association, 2013). Home 
care, is an “extended health service” and not covered in the Canada Health Act (Department of 
Justice, 2011). There is wide variation in how each province and territory across Canada 
allocates its publicly funded home care programs and services, including how much is covered, 
who is eligible, and how the services are funded (Health Council of Canada, 2012).  The 
structure and organization of home care can have a significant impact on the experience of 
integrated care for individuals and families at home. Integrated care is one of the key harmonized 
principles of home care in Canada’s Better Home Care Action Plan, defined optimally as: 
“patients’ needs are met through coordinated clinical and service-level planning and delivery 
involving multiple health care providers and organizations” (Better Home Care, 2016, p. 7). 
2.2.2 Ontario 
Ontario home care provision is complex and multi-layered. At the system level, there are 
14 Local Health Integration Networks (LHINs), which are each responsible for allocating funds 
and coordinating all health care services within a region, including home and community care 
(Local Health Integration Networks, 2014a). The LHINs employ care coordinators who are 
responsible for assessing client needs, developing service goals, determining eligibility for 
services and overseeing service delivery (Ministry of Health and Long-Term Care, 2015b). 
While LHINs coordinate and allocate home care services, they do not provide them. Instead, 
direct service provider agencies, of which there are more than 45 across the province, compete 
for service contracts to deliver frontline care in each geographic region (Health Council of 
Canada, 2012; Home Care Ontario, 2014). While technology and clinical advancements have 
made home care services more accessible to older adults in terms of the breadth and complexity 
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of services available, home care service allocation has been described as overly bureaucratic, 
top-heavy and organized around system-generated goals and careful allocation of scarce 
resources (Baranek, Deber, & Williams, 2004; Ontario Health Coalition, 2015). All too often, 
Ontarians are not receiving the home care services they need or are receiving services that only 
partially meet their needs (Ontario Health Coalition, 2015). With over 100 different 
organizations working to deliver home care services across Ontario, it is not surprising that 
integrated care delivery has been cited as a major challenge within the sector (Health Council of 
Canada, 2012; Ministry of Health and Long-Term Care, 2015b). Clients, family/friend caregivers 
and point-of-care-providers alike are concerned with a lack of coordination and communication, 
and limited trust that important information is transferred and shared with those who need it most 
to plan and provide care (The Change Foundation, 2011). Further, clients and family/friend 
caregivers are often asked to repeat their medical information and history to multiple providers 
and participate in redundant assessments and tests, which causes confusion and frustration and 
raises questions about inefficiency and waste within the system (The Change Foundation, 2011). 
2.2.3 Older Adults 
 It has been reported that 93% of Canadians aged 65 years and older live at home and 
wish to remain in their homes as long as possible (Canadian Institute for Health Information, 
2011b). To achieve this goal, home and community care services are often needed for 
maintaining independence, completing daily activities and delaying entry into institutional care 
facilities (Health Council of Canada, 2012). In 2015, 729,357 people in Ontario received home 
care services and 63% of these services were provided to older adults aged 65 and older (Home 
Care Ontario, 2017). Older adult recipients of publicly-funded home care in Ontario are more 
likely to be female, over the age of 85 years, unmarried and have multiple complex conditions 
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along functional, cognitive and psychosocial dimensions  (Coleman, 2003; Coleman & Boult, 
2003; Covinsky et al., 2003; Health Council of Canada, 2012; The Change Foundation, 2008; 
Toscan et al., 2012; Welsh, Gordon, & Gladman, 2014). The three most common comorbidities 
faced by older adult home care recipients in Ontario are diabetes (26.4%), dementia (22.7%) and 
stroke (18.4%),  and over one third of these recipients (38%) have high to very high needs 
(Health Council of Canada, 2012). As such, multiple types of point-of-care providers are needed 
to deliver comprehensive home care services to this population, including most commonly, 
personal support workers (74.0%), nurses (21.5%), physiotherapists (2.1%) and occupational 
therapists (1.5%) (Auditor General of Ontario, 2015; Health Council of Canada, 2012; The 
Change Foundation, 2011). What these providers do and how they work together to plan the 
point-of-care delivery of home care services to older adults  is a key focus for this research study 
on integrated care.  
2.3 Integrated Geriatric Home Care Planning  
It has been suggested that home care can improve the health, well-being and care 
experiences of older adults and their families if it is person- and family-centred (Hollander, Liu, 
& Chappell, 2009). The philosophy of person- and family-centred care (PFCC) has been widely 
accepted as the gold standard of measuring health care experiences in home care, including that 
care demonstrates respect and dignity, promotes communication, supports participation and is 
delivered collaboratively (The Institute for Patient and Family Centred Care, 2010). Within the 
context of multi-morbid geriatric health issues requiring care from a range of providers working 
in isolation within a multi-layered home care system, it is not surprising that care experiences are 
often not aligned with key concepts of PFCC and that planning and delivery of care are 
fragmented, disconnected and task-oriented (The Change Foundation, 2011). While PFCC is 
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generally well defined as a philosophy of care, there is a dearth of evidence on how to 
operationalize it in practice, particularly in home care (Giosa, Holyoke, & Stolee, 2018 ). 
Adopting the NHS person- and family-centred definition of integrated care to guide this research 
study helps to hone in on the important concepts of integrated care according to clients and their 
family/friend caregivers and to identify opportunities for integrating methods, tools and activities 
that may be required to enhance not only service delivery but client and family/friend caregiver 
outcomes and experiences in geriatric home care (National Voices, 2013). 
Service allocation, care planning and care delivery are distinct activities within the care 
process and should be linked in order for individuals to experience seamless care (Ministry of 
Health and Long-Term Care, 2017). Service allocation typically involves client assessment for 
eligibility of services according to criteria that are largely funding and resource dependent, but 
also meant to be informed by best-practice evidence for the treatment of relevant health 
conditions (Ministry of Health and Long-Term Care, 2015a). Care planning involves information 
gathering, emphasizing discussion and dialogue to develop a holistic picture of the client 
situation, setting goals for care, and action planning to meet these goals (NHS Foundation Trust, 
2012). Care delivery includes the direct provision of care and support to clients and their 
family/friend caregivers, dictated by service allocation and also informed by the care plan 
(Ministry of Health and Long-Term Care, 2015a).  
In Ontario home care, service allocation is distinctly completed by the LHINs and care 
delivery is distinctly carried out by point-of-care providers who work for direct service provider 
agencies (Local Health Integration Networks, 2014a). Unfortunately, there seems to be less 
clarity in terms of where the responsibility lies for completing care planning in home care. From 
the LHIN perspective, the individuals completing service allocation activities are called ‘care 
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coordinators’ who conduct standardized assessments of clients to determine their eligibility and 
designate appropriate services. Care coordinators then send a referral form to direct service 
provider agencies, including information on the focus of the intervention(s) and plan for 
service(s), which is often thought of and treated as synonymous with a care plan for home care, 
even though the goals of the two activities are different (Ministry of Health and Long-Term 
Care, 2015a; NHS Foundation Trust, 2012). Adding further confusion is that the standardized 
assessment tool used by the LHIN care coordinators to support service allocation was developed 
and intended to support point-of-care care planning and not only service allocation activities 
(Gray et al., 2009; interRAI, 2012). Point-of-care providers are given a limited time to provide 
services and support to individuals in their homes and are scheduled, monitored and paid 
according to the tasks they complete. Therefore, the focus of most point-of-care providers is on 
task-based service delivery rather than on active care planning, even though the latter is well 
within the scope of practice of any home care provider (Giosa, Holyoke, Bender, Tudge, & 
Gifford, 2015).  
The present research study focused on improving clinical, professional, functional and 
normative integration (Valentijn et al., 2015; Valentijn et al., 2013) within the context of point-
of-care home care planning for older adults aged 65 and older. Honing in on care planning at the 
point-of-care is aligned with the observation that successful integration strategies are bottom-up, 
and studying methods for improving integration at the system or organizational levels in this 
sector would not allow for the appropriate involvement of older adults and their family/friend 
caregivers in the process (Goodwin, 2013; Wodchis et al., 2015). This research adopted the NHS 
user-led definition of integrated care, which points to three key areas for further exploration 
within the context of integrated geriatric care planning, including: 1) assessment/ information 
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gathering; 2) goal-setting; and 3) interdisciplinary collaboration (Gill & Connelly, 2013; 
National Voices, 2013; Parsons et al., 2013; The Change Foundation, 2011; Toscan et al., 2012; 
Valentijn et al., 2015; Valentijn et al., 2013). 
2.3.1 Assessment/ Information Gathering  
As older adults are more likely to face multiple simultaneous health issues, information 
gathering and assessment are key activities for health care providers in the care planning process 
in order to develop a full and complete picture of the medical and social care needs of 
individuals and their family/friend caregivers and to understand how they manage and any risks 
within their home environments (Department of Health, 2014; Sahlen, Löfgren, Mari Hellner, & 
Lindholm, 2008). Critical to successful geriatric assessment is recognition that the health care of 
older adults requires more than just the traditional medical model of managing illness and 
disease and is impacted by physical, cognitive, affective, social, financial, spiritual and 
environmental factors  (Ward & Reuben, 2018). Geriatric assessment in the home been found to 
be effective in reducing functional decline as well as overall mortality (Elkan et al., 2001; Huss, 
Stuck, Rubenstein, Egger, & Clough-Gorr, 2008). Home-based assessment has also been shown 
to increase sense of independence, safety and awareness and understanding of needs and 
available health services for both older adults and their family/friend caregivers (Rogerson, 
Weiss, & Phillips, 2006). Unfortunately, outside of these controlled research studies, little is 
known about the routine information being collected by point-of-care providers in home care and 
the precise tools and methods of information-gathering that are used in daily practice (Ontario 
Health Coalition, 2011; Parsons & Parsons, 2012).  
2.3.2 Goal-Setting  
Goal-setting is a broad term within geriatric care and varies depending on the level of 
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participation of older adults and their family/friend caregivers (Cheng, 2018). As the aim of 
home care is continuing to shift from enabling dependency to promoting independence,  finding 
ways to encourage restoration, self-esteem and health related quality of life is growing in 
importance (Parsons, Rouse, Robinson, Sheridan, & Connolly, 2012). Engagement of older 
adults and their family/friend caregivers in the goal-setting process has been cited as a method 
for operationalizing shared decision-making in geriatric care (Schulman-Green, Naik, Bradley, 
McCorkle, & Bogardus, 2006). Mutual goal-setting with older adults has been shown to be an 
important motivational determinant for enhancing participation in self-management of illnesses 
and disease and has been demonstrated to improve physical and mental well-being (Cheng, 
2018). Unfortunately, barriers to goal-setting in geriatric care have been cited by both patients 
and providers including that it is too time consuming, that clinical encounters are too symptom-
focused, that there is a general disinterest in goals by both parties, and assumptions that all older 
adults’ goals are the same (Schulman-Green et al., 2006).  
2.3.3 Interdisciplinary Collaboration 
 Interdisciplinary collaboration involves health care providers from different disciplines 
working together in the delivery of care (Legare et al., 2013; Virani, 2012). Effective 
interdisciplinary collaboration requires providers to share common goals and has the potential to 
improve quality of care and better meet the needs of patients and their families by maximizing 
the knowledge and unique expertise that each team member brings to the care situation (Blewett, 
Johnson, McCarthy, Lackner, & Brandt, 2010; Nelson et al., 2014; Registered Nurses 
Association of Ontario, 2013; Virani, 2012). Formal information sharing (e.g., assessment data) 
and informal communication (e.g., opportunistic discussions) are two of the most important 
collaborative activities related to geriatric care planning in terms of developing a shared 
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understanding of the unique care situation (Campbell & Cole, 1987; Crawford, Omery, & Seago, 
2012; Jordan et al., 2009; Lanham et al., 2009; Manojlovich, Squires, Davies, & Graham, 2015). 
Unfortunately, however, research has identified poor communication as a common barrier to 
integrated care experiences (Nelson et al., 2014; Toscan, Manderson, Santi, & Stolee, 2013). 
Further, as point-of-care providers in home care rarely have face-to-face contact with each other, 
information-sharing and communication are much more difficult in this sector than for health 
care providers who work together in institutional settings (Pinelle & Gutwin, 2002).  
2.4 Summary and Implications  
 
 Integrated care is a key priority in health care today (Kodner, 2009); particularly in 
geriatric home care where older adults often have complex, multi-morbid health issues and 
require care from multiple providers (Ontario Health Coalition, 2011).  The NHS user-led 
definition of integrated care points to assessment/information-gathering, goal-setting and 
interdisciplinary collaboration as activities for developing a more integrated geriatric care 
planning approach at the point-of-care in home care (MacAdam, 2009; National Voices, 2013; 




CHAPTER 3: RESEARCH OBJECTIVES AND GENERAL 
METHODOLOGY 
 
3.1 Research Objectives and Questions 
 
The overall aim of this study was to develop an implementation framework for a new 
integrated geriatric care planning approach at the point-of-care in home care. Key objectives 
included:  
a) To investigate the geriatric assessment practices of point-of-care providers;  
b) To collect ideas from older adults and their family/friend caregivers for improving 
person-and family-centred goal-setting; and 
c) To co-design solutions for more integrated geriatric care planning with older adults, 
their family/friend caregivers and point-of-care providers. 
The following research questions guided data collection and analysis for each of the objectives: 
a) What are the geriatric assessment practices of point-of-care nurses, occupational 
therapists (OTs) and physiotherapists (PTs) in home care?  
b) How can geriatric client goal-setting practices be re-oriented around individuals’ self-
perceived goals, needs and preferences in home care? 
c) What does an integrated geriatric care planning approach look like to older adults, 
family/friend caregivers and point-of-care providers in home care? 
3.2 Conceptual Frameworks  
 
 The Medical Research Council (MRC) Framework for Developing Complex 
Interventions guided this study (Craig et al., 2013). Table 3.1 outlines the characteristics of a 
complex intervention according to the framework and the corresponding components of the 
integrated geriatric care planning approach that was developed in this study. 
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Table 3.1 Characteristics of a complex intervention according to the MRC Framework  
Characteristics of a Complex Intervention 
According to the MRC Framework 
Components of a New Integrated Geriatric 
Care Planning Approach in Home Care  
• Several interacting components • Assessment/ information gathering  
• Goal-Setting 
• Interdisciplinary collaboration 
• Several difficult behaviours required by 
those delivering or receiving the 
intervention 
 
• Use of standardized assessment tools 
• Use of clinical observation and 
interview skills 
• Goal-Setting  
• Documentation 
• Information-Sharing  
• Collaboration and communication 
• Several groups or organizational levels 
targeted by the intervention 
 
• Older adults  
• Family/friend caregivers 
• Point-of-care providers 
• Service provider organizations 
• A variety of different outcomes of 
interest 
 
• Clinical (e.g., wound healing time)  
• Experiential (e.g., patient satisfaction) 
• Economic (e.g., efficiency) 
• Flexibility and adaptability according 
to unique contexts  
• Physical home environment  
• Patient/ family/friend caregiver 
preferences 
• Family structure/ dynamics  
 
The MRC Framework outlines four inter-related stages for developing complex interventions 





Figure 3.1 The MRC Framework for Developing Complex Interventions1 
This study focused specifically on the Development stage of the framework, which has three 
steps: 1) Identifying the evidence base; 2) Identifying/ developing theory; and 3) Modeling 
process and outcomes (Craig et al., 2013). Identifying the evidence base and identifying/ 
developing theory for an intervention typically involves a review of the literature as well as 
primary research activities (e.g., consultation with relevant stakeholders) (Craig et al., 2013). 
Work to answer research questions a) and b) identified the evidence base and theory in this 
study. Modeling process and outcomes in intervention development involves considering 
implementation (e.g., Who will use this intervention? In what setting will it be used? What will 
be done? What are the facilitators and obstacles?) (Craig et al., 2013). Work to answer research 
question c) helped to model the process and outcomes for the intervention in this study.        
While this research study focused on the Development stage of a complex intervention, 
this stage of the research was carried out with full recognition of its non-linear relationship and 
inter-connectedness with the other three stages to ensure that the framework for a new integrated 
geriatric care planning approach that emerged is sufficient to guide its testing, evaluation and 
                                                 
1 This figure was reproduced with permission of the lead author (see Appendix A) 
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eventual scaled implementation (Craig et al., 2013).  
While the MRC Framework for Developing Complex Interventions guided the stage of 
intervention development, the Co-Creating Knowledge Translation (co-KT) Framework guided 
the activities within this stage in order to facilitate collaborative knowledge development 
between the researchers and the stakeholders of geriatric care planning at the point-of-care (older 
adults, family/friend caregivers and point-of-care providers) (see Figure 3.2) (Powell et al., 
2013). The co-KT Framework contends that knowledge creation must be iterative and 
supplemented by external evidence in order to develop interventions that address key health 
priorities of affected stakeholders (Powell et al., 2013). The co-KT Framework has five steps: 1) 
first contact between the researcher and study contexts (stakeholders) to frame the research issue 
through systematic data collection; 2) refinement of the research issue and knowledge by adding 
context through knowledge exchange events; 3) interpretation and analyzing the knowledge to 
inform the development of the intervention; 4) pilot testing and evaluation of the novel 
intervention; and 5) intervention adopted as regular practice. Work to address research questions 
a) and b) in the present study aligned with step one of the co-KT Framework in terms of 
systematic data collection through stakeholder surveys and interviews to refine and gather 
knowledge on the research issues around geriatric care planning in home care. Work to address 
research question c) in the present study aligned with step three in the co-KT Framework in 
terms of working collaboratively with stakeholders to interpret the data and develop an 
implementation framework through a co-design workshop. Steps four and five in the co-KT 
Framework will be the focus of future phases of this research in terms of developing and testing 
a pilot intervention from the emergent implementation framework for integrated geriatric care 




Figure 3.2. The Co-Creating Knowledge Translation Framework2 
3.3 Meeting the Research Objective  
 
 The development of an implementation framework for a new integrated geriatric care 
planning approach at the point-of-care in home care will provide service provider organizations 
with detailed guidance for exploring the operationalization of the framework and developing a 
pilot of the intervention for testing in real home care practice. Specifically, SE Health, a national 
home and community care organization that has been in operation for over one hundred years, is 
keen to be an early adopter of a new integrated geriatric care planning approach, and with the SE 
Research Centre, has agreed to be a pilot test site in future stages of this research. 
                                                 
2 This figure was reproduced with permission of the authors (see Appendix B) 
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3.4 Sequential Transformative Mixed Methods Design  
  
This research study followed a sequential transformative mixed methods design 
(Creswell et al., 2003). In selecting this design, four factors were considered: 1) the 
implementation of data collection; 2) the priority given to qualitative and quantitative research; 
3) the stage in the research process when qualitative and quantitative data are integrated; and 4) 
the potential use of an action-oriented or transformational approach/perspective in the research 
(Creswell et al., 2003). 
 In a sequential transformative design, the research study has two distinct data collection 
phases that follow one another, irrespective of whether the research begins with qualitative or 
quantitative data collection. Priority may be given to either qualitative or quantitative data in the 
research process, or the priority can be equally shared. In sequential transformative mixed 
methods research, the results of the two separate phases of inquiry are brought together in the 
interpretation phase. The overall purpose of a transformative design is to structure the research 
study in a way that aligns to the researcher’s theoretical perspective, which is explicitly 
acknowledged in the research process (e.g., conceptual framework, ideology etc.) (Creswell et 
al., 2003).  
Figure 3.3 outlines the specific sequential transformative design that was followed for 
this research study. Qualitative and quantitative data were given equal priority in the research. 














Phase One- Qualitative + Quantitative  
 
What are the geriatric assessment practices of point-of-care nurses, occupational therapists and physiotherapists 
in home care?  
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Phase 2- Qualitative  
 
How can client goal-setting practices be re-oriented around individuals’ self-perceived goals, needs and 
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3.5 Theoretical Positioning  
 
3.5.1 Pragmatism 
A mixed methods way of thinking involves multiple ways of making sense of social 
phenomena in the world and multiple viewpoints on what information is important and valuable 
using both qualitative and quantitative methods (Greene, 2007). Critics of mixed methods 
research contend that qualitative and quantitative research paradigms are conflicting in nature. 
Quantitative research stems from positivist/ post-positivist thinking, where researchers believe in 
a singular reality that can only be discovered through objective research methods (Creswell & 
Plano Clark, 2007). On the other end of the spectrum, qualitative research aligns to 
constructivism, which positions subjective research inquiry as necessary to explore multiple 
realities (Creswell & Plano Clark, 2007).  
Supporters of mixed methods research acknowledge that this research design does not fit 
within either the qualitative or quantitative epistemological stance.  The most common 
alternative worldview associated with mixed methods research is pragmatism, where the 
researcher believes the appropriate methods to be used in a study are the methods best suited to 
generate solutions to real-world problems that can then be generalized to create positive changes 
in practice (Feilzer, 2010). In mixed methods research “pragmatism allows the researcher to be 
free of mental and practical constraints imposed by the forced choice dichotomy between post-
positivism and constructivism” (Creswell & Plano Clark, 2007, p. 27).  
The present research study to develop an implementation framework for a new integrated 
geriatric care planning approach at the point-of-care in home care was conducted from a 
pragmatic point of view. Using both qualitative and quantitative methods, the researcher 
identified evidence and theory to model integrated care planning factors, strategies, tools and 
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evaluation criteria that can be operationalized in real-world geriatric home care practice.  
3.5.2 Collective Creativity  
Within the pragmatic worldview, the researcher applied the ideology of collective 
creativity from the field of service design (Sanders & Stappers, 2008; Sanders & Stappers, 
2012). Collective creativity explicitly acknowledges the expertise of system users in the research 
process, particularly when developing/designing new products, processes, interventions or 
changes in practice. This approach is premised on the fact that those who might be traditionally 
seen as the “end user” of a given product, process or intervention, should in fact be 
acknowledged as experts of their own unique experience and be consulted, involved and engaged 
in the design (Sanders & Stappers, 2012).  
Collective creativity is similar to participatory research, whereby it brings together the 
perspectives of end-users/stakeholders and designers/researchers throughout the research process 
in an approach that is mutually beneficial to both parties (Bergold & Thomas, 2012). To 
operationalize the ideology of collective creativity in the field of design, generative research 
through co-design methods is applied (Sanders & Stappers, 2012). Figure 3.4 illustrates the 
differences in the roles of the user, researcher/designer (may be different people or the same 
person) in traditional research/design processes and co-creation using co-design methods. In 
traditional research methods the end-user is a passive object that is studied by the researcher who 
brings knowledge and theories to the process and develops more knowledge through observation 
of the user. This knowledge is then fed via a report to a designer who develops the product, 
process, intervention, etc. in isolation. In a co-design process, the end-user plays a large role in 
developing knowledge, concepts and ideas. The researcher/designer’s role is to support the users 
by providing tools and methods for ideation to occur and then operationalizing the ideas (Sanders 
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& Stappers, 2008; Sanders & Stappers, 2012). 
 
Figure 3.4 The role of users, researchers and designers in classic research versus co-design 
methods3  
In terms of value, co-created solutions to real-world problems have a greater potential to 
be sustainable in the long-term (Sanders & Stappers, 2012). In this research study, collective 
creativity through co-design methods was implemented in both phases of data collection as well 
as the interpretation stage in the mixed methods design. In phases one and two, “end users” (i.e., 
older adults, family/friend caregivers and point-of-care providers) were consulted on their 
experiences and expertise in geriatric assessment and goal-setting using both qualitative and 
quantitative techniques. In the interpretation stage of the study, a co-design workshop brought 
together the researcher and end-users in a creative process that generated ideas, concepts and 
elements of a new geriatric care planning approach at the point-of-care in geriatric home care 
that informed the development of an implementation framework.  
3.5.3 Ethical Considerations 
Ethics clearance for this research study was granted by the University of Waterloo Office 
                                                 
3 This figure was reproduced with permission of the authors (see Appendix C) 
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of Research Ethics (ORE #19586 & #22251). All survey, interview and co-design workshop 
participants received a study information letter prior to taking part in the study and were required 
to provide informed consent. All hard copy participant information collected for the purposes of 
the study is kept in a secure location at the University of Waterloo and all digital participant 




CHAPTER 4: DEVELOPMENT AND TESTING OF THE GERIATRIC 
CARE ASSESSMENT PRACTICES (G-CAP) SURVEY4  
4.1 Abstract 
Background 
Older adults receiving home care often have complex needs which require care from a range of 
providers. While the RAI-HC tool is used to allocate services at the system level, little is known 
about how point-of-care providers collect the information they need to plan and provide care. 
The purpose of this pilot study was to develop and test a survey to explore the geriatric care 
assessment practices of nurses, occupational therapists (OTs) and physiotherapists (PTs) in home 
care.  
Methods 
Guided by the methods of Streiner and Norman (2008), multiple sources of information were 
used to develop the Geriatric Care Assessment Practices (G-CAP) survey—a 33 question, online, 
self-report tool exploring assessment and information-sharing methods, attitudes, knowledge, 
experience and demographic information. The survey was pilot-tested with point-of-care nurses, 
OTs and PTs at a single home care agency in Ontario, Canada (N = 27). Test-retest reliability (N 
= 20) and discriminative, convergent and divergent construct validity of the tool was explored.  
Results 
Test-retest reliability for subscales of the G-CAP survey was found to be acceptable within a 
population of interdisciplinary home care providers [ICC2 (A,1) (M ICC = 0.58), weighted kappa 
(M kappa = 0.63)]. Statistically significant differences between OT, PT and nurse responses [M t 
= 3.0; M p = 0.01] and moderate correlations between predicted related items [M r = |0.39|] 
indicated good survey construct validity in this population. Pilot participants specified that they 
                                                 
4 Chapter 4 has been drafted in manuscript format for submission to BMC Geriatrics  
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use their own clinical observation and interview skills far more often than standardized tools for 
geriatric assessment. Client input was indicated by pilot participants to be the most important 
source of information for goal-setting. A majority of pilot participants had heard of the RAI-HC; 
however, few used it. Pilot participants agreed they could use client information collected by 
others, but said they must conduct client assessments themselves to provide care and only 
sometimes share and rarely receive assessment information from other health care providers.  
Conclusions 
The G-CAP survey is reliable and valid for use with interdisciplinary home care providers. 
Additional exploration into the pilot findings related to geriatric assessment will be explored in 











4.2 Background  
Older adults want to remain in their own homes as long as possible, and meeting their 
often compounding physical, functional, cognitive, and psychosocial needs with home care 
services is a key priority for Canadian health care (Better Home Care, 2016; Health Council of 
Canada, 2012). With the complexity of geriatric home care client needs and the number of 
different care providers potentially involved, a variety of information and data are required to 
plan and deliver effective home care services. How, when and who collects this information is 
very important to the experience of integrated care (Leatt, Pink, & Guerriere, 2000). To prevent 
duplication, repetition and frustration, a common assessment approach is preferred over each 
care provider completing their own assessment. This allows for the development of a 
comprehensive view of health care needs, while effectively reducing the demand on older adult 
home care clients and their family/friend caregivers to repeat their story and health history 
multiple times to different people (Baranek, 2010; Leatt et al., 2000; MacAdam, 2009). 
 A well-documented model for health care planning and delivery to older adults with 
complex health issues is the Comprehensive Geriatric Assessment (CGA). Often thought to be 
synonymous with specialized geriatric medicine, CGA emphasizes an interdisciplinary and 
multidimensional approach to assessment that requires all involved health care providers to input 
information on the functional, social and environmental factors related to an older individual’s 
health, in conjunction with their diagnoses (Heckman, Gray, & Hirdes, 2013; Welsh et al., 2014). 
CGA has been used in a variety of geriatric care settings across the continuum of care. It has 
been most well established for use in hospital settings, with studies reporting its ability to predict 
adverse events (Avelino-Silva et al., 2014), lead to improved functional outcomes (Baztan, 
Suarez-Garcia, Lopez-Arrieta, Rodriguez-Manas, & Rodriguez-Artalejo, 2009; Ellis, Whitehead, 
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O'Neill, Langhorne, & Robinson, 2011) and decrease morbidity, mortality and hospital 
admissions (Caplan, Williams, Daly, & Abraham, 2004; Cohen et al., 2002; Van Craen et al., 
2010). The use of CGA in primary and community care has also been documented (Heckman et 
al., 2013; Welsh et al., 2014). Trials of CGA combined with multidimensional interventions with 
community-dwelling older adults have shown improvement in clients’ self-reported ability to 
complete activities of daily living (Boult et al., 2001; Melis et al., 2008). CGA has also been 
used by Mobile Geriatric Assessment Teams to coordinate the provision of targeted 
multidisciplinary primary care to rural-dwelling, and frail, older adults and has been applied in a 
preventive context for at-risk community-dwelling seniors (Beauchet, Launay, Merjagnan, 
Kabeshova, & Annweiler, 2014; Rockwood et al., 2003; Suijker et al., 2012).  
 A key element of CGA is that comprehensive assessment and delivery of care are 
intended to be both integrated and carried out by point-of-care providers. The interRAI Home 
Care Assessment (RAI-HC) is a standardized patient assessment tool designed to collect 
comprehensive patient information for care planning and collaborative decision-making by 
multiple providers in home care (interRAI, 2012; Parsons et al., 2013; Stolee, 2010). The way 
the RAI-HC effectively combines cross-disciplinary information in a standard format makes it 
ideal to guide CGA practice in home care, yet the structure and organization of care in this sector 
can impede the opportunity for this tool to be used to its full capacity.  
Within the home care sector in Ontario, Canada, numerous layers of service provision 
and a lack of role clarity between assessment for service allocation and point-of-care planning 
often result in multiple assessments for each client (Health Quality Ontario, 2012). Since 2002, 
the RAI-HC has been mandated for use in Ontario to guide service allocation of government-
funded home care services (Guthrie et al., 2014). However, care coordinators have 14 days 
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following client admission to complete RAI-HC assessments and the data are not routinely 
shared with or used by direct-service home care agencies in their delivery of services (Doran et 
al., 2013). Multiple providers from different health care disciplines are often involved in the 
direct care of older adults, but they work in isolation of each other in individual client homes and 
therefore individually collect the information they need to provide care (Ontario Health 
Coalition, 2011; Parsons & Parsons, 2012; Toscan et al., 2012). 
Nurses, occupational therapists (OTs) and physiotherapists (PTs) are the most common 
providers conducting client assessments at the point-of-care in home care (Ontario Home Care 
Association, 2013). However, to date, their specific assessment and information-sharing 
practices are largely unknown and undocumented. An understanding of the geriatric care 
assessment practices of individual providers is required to determine how to optimize individual 
provider contributions to CGA and care planning in this sector. Consultation research to address 
this knowledge gap  in home care is challenging as the geographic dispersion of providers and 
variable care schedules of clients make it difficult to coordinate and conduct face-to-face 
interviews and focus groups (Ellenbecker, Samia, Cushman, & Alster, 2008). As an alternate 
route, online surveys are an effective method of collecting point-of-care provider perspectives 
since they allow researchers to sample participants efficiently, by reaching a broader group of 
people, and allow providers to participate at their convenience (Dillman, 2000). 
The purpose of this study was to develop and pilot test an online self-report survey tool to  
 




4.3 Methods  
4.3.1 Survey Development 
The Geriatric Care Assessment Practices (G-CAP) survey was developed using multiple 
sources of information and guided by a multi-step approach recommended by Streiner and 
Norman (2008): 
1. Confirm there is no pre-existing survey tool 
A scan of published and grey literature was completed to confirm there were no pre-
existing tools for collecting data on the geriatric care assessment practices of point-of-care 
providers in home care. 
2. Determine specificity of the tool 
Informed by the background and scope of the project, the researchers determined that the 
G-CAP survey would focus on the geriatric assessment practices of nurses, OTs and PTs in home 
care. In accordance with Ontario’s action plan for seniors, the geriatric population was defined as 
any individual aged 65 years and older who was currently receiving home care for any health 
issue (The Ontario Seniors' Secretariat, 2013). 
3. Consider homogeneity of the tool 
Researchers hypothesized that the G-CAP survey items would be meaningful at the 
individual level and therefore would not be added together to generate a single composite score. 
However, the researchers planned to explore internal consistency (α) between subsets of 
seemingly related items to determine whether sub-scales existed within the tool. If present, this 
would indicate groups of effect indicators of sub-constructs related to the overall construct of 
geriatric assessment (Streiner & Norman, 2008). 
4. Determine the range of items to be included in the scale 
32 
 
As it is preferable in scale development to derive items from multiple sources, previous 
literature and expert opinion were used to create the item pool (Streiner & Norman, 2008). A 
scan of published and grey literature and current practices in CGA was completed to determine 
relevant geriatric care domains, standardized assessment tools and other items that should be 
explored in this type of survey. A group of clinical leaders from various disciplines involved in 
geriatric home care at a Canadian home care agency were also consulted in a meeting format to 
help formulate additional items for inclusion in the G-CAP survey based on their individual and 
collective experiences in home care planning.  
 Once the first draft of candidate domains and items was completed, a convenience 
sample of management, education and clinical experts in nursing, occupational therapy and 
physiotherapy (N = 7) were recruited to participate in key informant interviews where they were 
asked to review and confirm the candidate list of domains and items to be included in the survey 
and comment on face validity and content validity (relevance, representativeness and coverage of 
items). The key informants were also asked to review survey items for any ambiguous wording 
and comment on the overall length of the tool from a feasibility perspective (Streiner & Norman, 
2008). All key informants provided written consent to participate in the interviews, which were 
audio-recorded and transcribed verbatim (see Appendix D). Interview transcripts were 
thematically analyzed by two independent researchers using an inductive coding method and 
NVivo 10 software (Lofland et al., 2006; Pope, Ziebland, & Mays, 2000; QSR International Pty 
Ltd, 2012). After completing their individual analyses, the two researchers came together to 
compare, contrast and finalize the themes.  
5. Scaling the responses 
Researchers determined that three different types of response options were needed to 
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match the question types in the initial pool of survey items: 1) perceived frequency; 2) level of 
agreement; and 3) perceived importance. As these response options are bipolar in nature, they 
were scaled on a seven point Likert scale (Streiner & Norman, 2008). 
4.3.2 Pilot Testing 
Reliability and Validity 
 
Test-retest reliability of the G-CAP survey for use with nurses, OTs and PTs in home 
care was explored. Point-of-care providers were asked to participate in the survey on two 
separate occasions, time one (T1) and time two (T2), which were separated by a period of two 
weeks, to determine the stability of their responses about their geriatric care assessment practices 
over time. Discriminative construct validity was explored by testing the following hypotheses 
about differences between nurse, OT and PT responses:  
a) Rehabilitation therapists will use measures of functional status/ activity and rest more 
often than nurses; 
b) Nurses will use measures of skin integrity more often than rehabilitation therapists; 
c) Rehabilitation therapists will assess mobility more often than nurses; 
d) Rehabilitation therapists will use measures of mobility more often than nurses; and 
e) OTs will use measures of the patient environment more often than PTs. 
Convergent and divergent construct validity was explored by testing the following 
hypotheses about correlations between survey items: 
a) Years of experience will be positively correlated with having heard about the RAI-HC; 
b) Opinions that client assessment requires observation of a client in their home will be 
positively correlated with the use of observation and interview skills; 
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c) Believing assessment involves conversations with health care providers will be positively 
correlated with sharing information; and  
d) Believing that standardized assessment tools are part of geriatric assessment will be 
negatively correlated with years of experience. 
4.3.3 Data Collection 
To make sure the analysis of test-retest reliability was appropriately powered, the 
hypothesis testing approach of Kraemer and Thiemann (1987) was used to determine an 
appropriate sample size for G-CAP survey participants. To determine whether an “excellent” 
reliability of  >0.75 was significantly different from a “poor” reliability of 0.40, a target sample 
size of 21 participants at T1 and T2 was determined to be appropriate (Fleiss, 1986; Fleiss & 
Cohen, 1973; Kraemer, 1987). This sample size is also sufficient for detecting large correlations 
(>0.5) (Cohen, 1988; Kraemer, 1987). 
Point-of-care nurses, OTs and PTs in four geographic areas within a single home care 
provider agency in Ontario made up the participant pool for this study. A convenience sampling 
strategy was employed until the target sample size was reached. T1 recruitment began with 
telephone information sessions between a researcher (JG) and clinical leaders within each of the 
four jurisdictions of the agency. Following these information sessions, mass e-mail messages 
were sent out by clinical leaders to approximately 290 frontline staff requesting their voluntary 
participation in the survey.  
Participants were asked to provide their e-mail addresses at the end of T1 survey 
completion. Within one week, a researcher (JG) e-mailed each T1 survey participant directly, 
inviting them to participate in the survey at T2, and providing them with a one week deadline to 
do so. This deadline was to ensure that both T1 and T2 survey completion took place within a 14 
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day period; an optimal time frame for test-retest reliability (Streiner & Norman, 2008). Up to two 
reminder e-mails were sent to each participant to complete the survey, after which point if they 
had not participated, it was assumed that they had decided to withdraw from the study.  
Participants were not paid for their time to complete the survey at T1 or T2, but in 
recognition of their efforts, they were given the option to enter their name into a draw for one of 
four gift cards ($50 CAD each) if they completed the survey at both T1 and T2. 
4.3.4 Data Analysis 
Participant survey responses at T1 were used to provide demographic information and to 
complete construct validity analyses; data from T1 and T2 were used to analyze test-retest-
reliability. All skipped frequency questions were coded as “never” and all skipped agreement or 
importance questions were coded as “neutral”.  
Statistical analyses were completed using IBM SPSS 20.0 software, beginning with 
descriptive statistics (IBM, 2007). First, internal consistency (α) was explored for groups of 
related categorical items. Cronbach’s alpha values less than 0.5 were considered unacceptable, 
between 0.51 and 0.60 were considered poor, between 0.61 and 7.0 were considered acceptable, 
between 0.71 and 0.90 were considered good and greater than 0.90 were considered to be 
excellent (Kline, 2000). For groups of items with α > 0.61, a single Intra-Class Correlation 
Coefficient (ICC2, A1) was calculated to determine test-retest reliability for these potential sub-
scales of related items (Streiner & Norman, 2008). The test-retest reliability of individual 
categorical items of the G-CAP survey was evaluated using weighted kappa coefficients with 
quadratic weights. Following the guidelines suggested by Fleiss (1986), reliability values below 
0.40 were considered poor, between 0.41 and 0.75 were considered fair to good and >0.75 were 
considered excellent. Discriminative construct validity was evaluated by comparing mean results 
36 
 
using a two-tailed independent samples t-test statistic with a 5% level of significance (α = 0.05) 
for various hypotheses about differences between disciplines. Convergent and divergent 
construct validity was tested by calculating Pearson product moment correlations to test various 
theories about relationships between items in the G-CAP survey. Following the guidelines 
suggested by Cohen (1988), correlations of 0.1 were considered small, of 0.3 were considered 
moderate, and of 0.5 were considered large. 
4.4 Results  
4.4.1 The G-CAP Survey  
An initial scan of published and grey literature identified various classifications of care 
domains relevant to CGA. Table 4.1 illustrates some examples of these different classifications. 
Consideration of these various conceptualizations of CGA domains in terms of their 
frequency of inclusion in the literature, relevance to home care, research and interdisciplinary 
practice led to defining a list of initial domains and items to consider for inclusion in the G-CAP 
survey (see Table 4.2). Additional academic and grey literature searching and consultation with 
the clinical leadership group led to refinement of the domains and item pool for inclusion in the 
survey, including the addition of items related to opinions, use and knowledge of the RAI-HC 
and clinician observation and interview skills (see Table 4.2). 
Key informant interviews indicated good face validity for the proposed survey domains 
and items. All key informants indicated that they believed the survey domains and items 
appeared to be assessing the geriatric care assessment practices of point-of-care home care 
providers and felt that the data provided would be valuable. For example, one expert indicated: 
“This is nice…it is nice. I think it is nice. It will be interesting to see what you are going to 
get…I think it will be really interesting to see what comes out of it”. 
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Table 4.1 Examples of CGA assessment domain classifications reported in the literature 
 
Guthrie et al., 
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In terms of content validity, key informants were generally supportive of the items included in 
the survey; however, they suggested a reclassification of some of the survey domains using 
language they felt would be better understood by point-of-care providers in home care. Key 
informants suggested nine additional standardized assessment tools that should be included in the 
survey (see Table 4.2).  
Table 4.2 Development of domains and items to be included in the G-CAP survey  




• Cognition and mood 
• Pain  
• Wounds (Skin) 
• Function  
• Mobility  
• Environment  
• Quality of life   
• Social support  
• Financial situation 
• Demographics  
 
• 50 standardized assessment 














• Cognition and mood 
• Pain 
• Skin integrity 
• Functional status/ activity and 
rest 
• Mobility/ balance/ ambulation 
• Safety (environment, abuse 
risk and fall risk) 
• Medication management 
• Quality of life 
• Resources (social and 
financial) 
• Interdisciplinary collaboration 
• 9 additional standardized 
assessment tools  
• Attitudes  





Clinical expert key informants also discussed various barriers and facilitators to adopting 
an interdisciplinary common assessment approach in home care (see Table 4.3). These 
perceptions of barriers and facilitators informed the inclusion of additional survey items related 
to attitudes towards assessment, and experiences with interdisciplinary collaboration. 
Table 4.3 Expert opinions regarding the barriers and facilitators for moving to a common 




Competing care priorities across disciplines Identification and prioritization of client goals 
Too many standardized assessment tools 
available 
Knowing what data are needed by all point-of-
care providers 
Point-of-care providers working in isolation of 
each other 
Interdisciplinary collaboration 
No access to data collected by other point-of-
care providers 
Leveraging technology for information-sharing 
 
Experts indicated that the survey was quite long, although they also agreed that all of the items 
were necessary for a thorough exploration of geriatric assessment practices. This prompted the 
decision to include automatic skip patterns in the survey so that participants would not spend 
time responding to questions in an area that was not applicable to their individual geriatric 
assessment practices. 
The final version of the G-CAP survey included 33 questions related to the following five 
areas: 1) Assessment methods; 2) Attitudes toward assessment; 3) Perceptions of the RAI-HC; 4) 
Interdisciplinary collaboration; and 5) Demographic information (see Appendix E).  
4.4.2 Participant Characteristics  
 
A total of 27 out of ~290 health care providers (9.3%) who were e-mailed the survey, 
participated at T1. Of these 27 participants, 20 (74.1%) subsequently participated in the survey at 
T2. Participation took place between September 1, 2014 and November 30, 2014.  Participants 
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were mostly female (96.3%) and ranged in age from 23 to 75 years (M = 42.6, SD = 13.8), with 
an average of 15.6 years of experience in their respective disciplines (SD = 12.7, Range: 1-53). 
More than half of the participants (55.6%) had been working in home care for at least five years, 
with one-third (33.3%) having worked in the sector longer than ten years. Most participants had 
experience working in other health care sectors, with 70.4% having previously worked in a 
hospital and 51.9% in long-term care. The majority of participants (88.9%) indicated that more 
than half of their home care clients are over the age of 65. The demographics of participants are 
displayed in Table 4.4. 
Table 4.4 Characteristics of G-CAP survey participants 
 


















Gender  n Female 26, 
Male 1 Female 12 Female 8 
Female 6   
Male 1 
Years in practice 
Mean (SD) (Range) 












<1 year: 5 (18.5) 4 (33.3) 0 (0) 1 (14.3) 
1-5 years: 7 (25.9) 2 (16.7) 1 (12.5) 4 (57.1) 
6-10 
years: 6 (22.2) 2 (16.7) 3 (37.5) 1 (14.3) 





Hospital 19 (70.4) 9 (75.0) 6 (75.0) 4 (57.1) 
LTC 14 (51.9) 9 (75.0) 1 (12.5) 4 (57.1) 
Rehab** 6 (22.2) 1 (8.3) 3 (37.5) 2 (28.6) 
Palliative 5 (18.5) 2 (16.7) 2 (25.) 1 (14.3) 





< 25% 0 (0) 0 (0) 0 (0) 0 (0) 
26-50% 3 (11.1) 2 (16.7) 1 (12.5) 0 (0) 
51-75% 12 (44.4) 7 (58.3) 3 (37.5) 2 (28.6) 
76-100% 12 (44.4) 3 (25.0) 4 (50.0) 5(71.4) 
 
*Two participants did not indicate their age. 








ICC2 (A,1) coefficients indicate fair to good test-retest reliability, on average, for groups 
of related categorical items comprising potential sub-scales of the G-CAP survey within a 
population of interdisciplinary home care providers (M = 0.58) (see Table 4.5).  





















1, 3, 5, 7, 9, 
11, 13, 15, 17  
0.91 0.57 
(0.46-0.66) 
Use of Clinical 
Observation and 
Interview Skills   
2i, 4i, 6d, 8l, 
10l, 12f, 14h, 
16c, 18n 





Home Care  
Holistic Assessment 
Practices   

















25 a-e  0.76 0.53 
(0.37-0.66) 
 
Mean weighted kappa coefficients indicate fair to good test-retest reliability, on average,  
for individual categorical items of the G-CAP survey within a population of interdisciplinary 





Table 4.6 Test-retest reliability for individual categorical items  
 
G-CAP Survey Section Questions (items)  Mean Weighted Kappa 
Coefficient (Range)  
Methods of Assessment  2a, 2b, 4a, 4b, 4c, 4e, 4f, 
6a, 8a, 10e, 12b* 
0.64 (0.30-0.98) 
Perceptions of the RAI-HC 
Assessment Tool  
20 0.66 (0.37-0.95) 
22 a-f 0.56 (0.08-0.97) 
Interdisciplinary Collaboration 24 a-d 0.65 (0.46-0.75) 
Demographic Information  28, 30, 31, 33** 0.62 (0.43-0.90)  
 
*Only questions about tools that were rated to be used more than almost never (> 2 on a 7 point scale) were included in the analysis 
**Question 32 was excluded due to a glitch in the online question format and given that all providers were from the same home care agency 
 
4.4.4 Validity 
Significant two sample t-test statistics (p < 0.05, two-tailed) confirmed the hypothesized 
differences among nurse, OT and PT responses. Table 4.7 depicts the t-test scores that support 
each hypothesis about differences between these groups (M t = 3.0; M p = 0.01), which indicate 
good discriminative construct validity for use of the G-CAP survey with interdisciplinary home 
health care providers.  
 
Table 4.7 Discriminative construct validity for use of the G-CAP survey with 
interdisciplinary home health care providers 
 
Hypotheses about 
differences between groups  
G-CAP item Mean  t test value 
(p value)  
Rehabilitation therapists will 
use measures of functional 
status/ activity and rest more 




Therapist M= 3.4 
Nurse M= 1.0 
4.0 (0.001)   
Functional Reach 
Test  
Therapist M= 1.6 
Nurse M= 1.0 
2.9 (0.012)  
Nurses will use measures of 
skin integrity more often than 
rehabilitation therapists  
Braden Scale for 
Pressure Sore Risk  
Nurse M= 5.0 
Therapist M= 2.4 
3.6 (0.002) 
Rehabilitation therapists will 
assess mobility more often 




Therapist M= 6.5 
Nurse M= 5.1   
2.3 (0.037) 
Rehabilitation therapists will 
use measures of mobility 
Berg Balance Scale  Therapist M= 2.5 
Nurse M= 1.1 
3.5 (0.003)  
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more often than nurses  Timed Up and Go 
Test  (TUG) 
Therapist M= 2.7 
Nurse M= 1.0 
3.2 (0.004) 
Occupational therapists will 
use measures of the patient 
environment more often than 
physiotherapists 
SAFER-HOME  Occupational Therapist 
M= 2.8 
Physiotherapist M= 1.0 
1.8 (0.013) 
 
Pearson’s product moment correlation coefficients (r) confirmed expected convergent 
and divergent relationships between survey items and demographic information. Table 4.8 
details the correlation coefficients for each hypothesis tested, with moderate correlation values, 
on average (M r = |0.39|), which further indicates good construct validity for use of the G-CAP 
survey with interdisciplinary home health care providers.  
Table 4.8 Convergent and divergent construct validity for use of the G-CAP survey with 
interdisciplinary home health care providers 
 




Years of experience in general and in home care will 
be positively correlated with having heard about the 
RAI-HC 
29 and 20 0.27 
30 and 20 0.25 
Opinions that client assessment requires observation 
of a client in their home will be positively correlated 
with the use of individual observation and interview 
skills in each domain  
19f and  2i 0.33 
19f and  4i 0.33 
19f and 6d 0.36 
19f and  8l 0.73* 
19f and 10l 0.63* 
19f and 12f 0.60* 
19f and 14h 0.39** 
19f and 16b 0.44** 
19f and 18n 0.44* 
Believing assessment involves conversations with 
providers within and across disciplines will be 
positively correlated with sharing and receiving 
information within and across disciplines 
19d and 25a 0.24 
19d and 25d 0.34 
19e and 25b 0.27 
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19e and 25e 0.27 
Believing that standardized assessment tools are part 
of geriatric assessment will be negatively correlated 
with the number of years in practice and in home 
 
19a and 29 -0.43* 
19a and 30 -0.36 
*p< 0.01 (two-tailed) 
**p< 0.05 (two-tailed) 
 
4.4.5 Preliminary Survey Findings  
Pilot survey data point to five notable findings regarding the geriatric care assessment 
practices of nurses, OTs and PTs in home care.  
1. Survey participants use their own clinical observation and interview skills far more often than 
any standardized tools for geriatric assessment. 
Participants indicated that they use their own observation and interview skills to assess 
each of the nine geriatric care domains included in the G-CAP survey (M = 5.6/7, SD = 2.1, 
Range: 1-7) significantly more often than any standardized assessment tools (M = 1.7/7, SD = 
1.6, Range: 1-7). The only standardized assessment tools that participants indicated they used 
more than “almost never” (> 2 on a 7 point scale), on average, were the Numeric Pain Rating 
Scale (NPRS), which is used often (M = 5.0/7, SD = 2.4, Range: 1-7), the Verbal Rating Scale 
for pain, which is used often (M = 5.0/7, SD = 2.4, Range: 1-7) and the Braden Scale for 
Predicting Pressure Score Risk, which is rarely used (M = 3.4/7, SD = 2.5, Range: 1-7). 
2. The majority of survey participants had heard of the RAI-HC, but do not actually use it. 
 59.3% of the survey participants had previously heard about the RAI-HC, yet, on 
average, never use it to conduct comprehensive assessments of older home care clients (M 
=1.66/7, SD =1.7, Range: 1-6). 
3. Participants said that client input is the most important source of information for goal-setting.  
   On average, participants rated input from the client as the most important (M = 6.7/7, 
SD = 0.45, Range: 6-7) for setting individual client goals. Participants consistently rated the 
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assessment data that others collect (M = 5.9/7, SD = 0.78, Range: 4-7) as well as the professional 
opinion of other health care providers as less important (M = 5.9/7, SD = 0.80, Range: 4-7) when 
establishing these goals. 
4. Participants agreed that they could use client information collected by other health care 
professionals but also agreed that they need to conduct client assessments themselves in order to 
provide care. 
While participants strongly agreed that they could use client information collected by other 
health care professionals (M = 6.0/7, SD = 0.83, Range: 4-7), they also somewhat agreed that 
they must conduct client assessments themselves in order to provide care to clients (M = 5.7/7, 
SD = 1.3, Range: 1-7 on a 7 point scale). 
5. Participants only sometimes share, and rarely receive assessment information from other 
health care providers. 
Participants indicated they only sometimes share client information with other health care 
providers in their discipline (M = 4.2/7, SD = 1.6, Range: 2-7) or outside of their discipline (M = 
4.3/7, SD = 1.4, Range: 1-4). While participants sometimes indicated they receive client 
information from other health care providers in their discipline (M = 4.0/7, SD = 1.4, Range: 1-
7), they rarely receive client information from other health care providers outside of their 
discipline (M = 3.7/7, SD = 1.3, Range: 1-7).  
4.5 Discussion  
4.5.1 Reliability and Validity of the Geriatric Care Assessment Practices (G-CAP) Survey  
The G-CAP survey showed fair to good test-retest reliability according to the Fleiss 
criteria (Fleiss, 1986). However, it is important to note that these criteria are not specific to ICC, 
kappa and correlation values and are routinely used to interpret many different types of reliability 
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coefficients in the literature. Therefore, setting reliability cut-off values has been reported to be a 
fairly arbitrary, although common practice, in the development of novel measurement tools and 
scales (Streiner & Norman, 2008; Van Ness, Towle, & Juthani-Mehta, 2008). The author 
Nunnally (1978), however, adds a critical distinction for interpreting psychometric data, based 
on the purpose of the tool that is being developed. If the tool is being used for research purposes, 
a reliability coefficient of at least 0.70 is suggested; whereas, tools being used for clinical 
decision-making should have reliability values of at least 0.90 (Nunnally, 1978). 
As the G-CAP survey was developed specifically for research purposes, there is room for 
some improvement in test-retest reliability. Participant responses were almost exclusively at the 
high end of the scale (M = 5.6/7), for the frequency of assessment on each care domain, while 
their responses for the frequency of utilizing standardized assessment tools was substantially 
lower (M = 1.7/7). Based on these results, modification of the scales to better distinguish 
between respective ceiling and floor effects would enhance reliability and the ability to 
discriminate between more nuanced positive and negative responses (Streiner & Norman, 2008). 
These changes will be made prior to the broad scale administration of the G-CAP survey. 
Further, as reliability is context-specific, Streiner and Norman (2008) suggest that it tends to 
increase when a tool is administered in a more heterogeneous population, which is planned for 
the next phase of this research when the G-CAP survey is administered to a wider group of home 
care Nurses, OTs and PTs. 
   The G-CAP survey showed good construct validity, with all hypotheses being supported 
by significant two-tailed two sample t-test statistics and moderate correlation values. No 
additional modifications to the tool will be made from a validity perspective.  
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4.5.2 Exploring the Geriatric Care Assessment Practices of Nurses, OTs and PTs in Home Care  
Survey participants said they use their clinical observation and interview skills far more 
than any standardized assessment tools when conducting geriatric assessments at the point-of-
care in home care.  Previous literature supports the use of clinical judgment in geriatric care, 
especially in predicting falls risk (Milisen et al., 2012; Turkoski et al., 1997). One study found 
that clinical judgment was more accurate than traditionally used falls-risk assessment tools, 
although less sensitive (Vassallo, Poynter, Sharma, Kwan, & Allen, 2008). Clinical judgment has 
also been shown to be more effective than standardized assessment in predicting frailty in 
geriatric patients with cancer (Smets et al., 2014). However, standardized assessment has been 
found to be superior to clinical judgment in other areas of geriatric care, including functional 
assessment of cognition and activities of daily living, particularly in predicting more moderate 
impairments in function that could be targeted with earlier intervention and identifying frailty 
(Kirkhus et al., 2017; Pinholt et al., 1987; Worrall, 1996). Further exploration of the individual 
and combined use of standardized tools and clinical judgement is needed to support a CGA type 
of assessment approach in home care.   
 Only 59.3% of surveyed home health care providers had previously heard about the RAI-
HC. Of these participants, most also indicated that they never use the RAI-HC themselves to 
collect data about geriatric clients to plan and provide care. These results further illuminate the 
previously cited disconnect between LHIN (system level) assessment for the purposes of service 
allocation and point-of-care assessment for the purposes of real-time care delivery in Ontario 
home care (Guthrie et al., 2014). Further, participants indicated that they use very few other 
standardized assessment tools, which is potentially indicative that they do not believe there to be 
a more appropriate alternative to the RAI-HC as a comprehensive standardized assessment at the 
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point-of-care in geriatric home care. This suggests that the perceived potential of the RAI-HC is 
under-realized and supports the need to further explore the applicability of the RAI-HC in point-
of-care assessment to foster real-time care planning.  
Survey participants’ opinions regarding the priority of information sources for individual 
goal-setting indicate input from the client as most important. While their prioritization of client 
input in goal-setting is aligned to current best practices in shared-decision making and person- 
and family-centred care for individual interactions between clients and providers, participants’ 
responses are also reflective of the need to improve interdisciplinary collaboration in geriatric 
home care (Butterworth & Campbell, 2014; Kuluski et al., 2017; Lally, 2012; Registered Nurses 
Association of Ontario, 2015; Schulman-Green et al., 2006). Participants indicated they only 
sometimes share and rarely receive client assessment information from other point-of-care 
providers and that professional opinion and assessment data from other point-of-care providers 
are the least important sources of information for client goal-setting. Additionally, 96.2% of 
participants indicated that they can make use of client data collected by other point-of-care 
providers, but 85.1% of participants also said that they must conduct the client assessment 
themselves to be able to provide care. These findings are in contrast to defined optimal 
collaborative practice, which Curran (2004) says: 
…involves the continuous interaction of two or more professionals or 
disciplines organized into a common effort to solve or explore common 
issues, with the best possible participation of the patient. Collaborative 
practice is designed to promote the active participation of each discipline 
in patient care.  It enhances patient- and family-centred goals and values, 
provides mechanisms for continuous communication among caregivers, 
optimizes staff participation in clinical decision-making within and 
across disciplines and fosters respect for disciplinary contributions of all 
professionals. (p.1) 
 
Further exploration is required into mechanisms for consistent and efficient communication and 
49 
 
information-sharing between providers at the point-of-care in home care (Dahlke et al., 2018; 
Lindberg, Nilsson, Zotterman, Soderberg, & Skar, 2013). 
4.5.3 Limitations  
This study has several limitations. First, the data represent a pilot implementation of the 
G-CAP survey and are only reflective of health care provider views in three disciplines in a 
single direct-service home care agency. However, the representation of nurses (n = 12), OTs (n = 
8) and PTs (n = 7) in the study sample is reflective of the representation of these disciplines 
within home care in Ontario. In 2010, there were 125,844 nurses working in Ontario and the 
community care sector employed 18.4% of these nurses; in 2011, there were 4,506 occupational 
therapists working in Ontario, with 31.1% working in the community sector; and in 2009, there 
were 6,391 physiotherapists working in Ontario, with 14.8% working in the community sector 
(Canadian Institute for Health Information, 2011a; Health Human Resources, 2009; Ontario 
Home Care Association, 2011). Further, the study sample represents four different geographic 
locations across Ontario. Additional research is required to explore the geriatric care 
assessment/client observation and information-sharing practices of other relevant disciplines 
within home care, including social workers, speech-language pathologists and personal support 
workers. 
Another limitation in the study methods was the low response rate to the G-CAP survey 
(9.3%), which might be attributed to the busy schedules of point-of-care providers, the length of 
the survey, lack of personalization in e-mail administration or lack of direct remuneration; 
however, these methods were chosen to test an efficient approach for reaching large numbers of 
point-of-care providers across the province, which is required in the next phase of this work 
where broad administration of the G-CAP survey will occur.  
50 
 
4.6 Conclusions  
The newly developed G-CAP survey tool showed fair to good test-retest reliability and 
good construct validity for investigating the geriatric care assessment practices of 
interdisciplinary home health care providers. 
Preliminary data indicate that point-of-care geriatric assessment in home care by nurses, 
OTs and PTs is heavily focused on clinical observation and interview skills, with limited use of 
the RAI-HC or any standardized assessment tools to collect client information at the point-of-
care. Although there is good intention to set and work towards common person- and family-
centred goals by individual point-of-care providers, limited information-sharing occurs between 
providers, both within and across disciplines.  
Pilot results point to the potential to integrate RAI-HC data collected for service 
allocation at the system level with clinical judgment and assessment data collected by point-of-
care providers to reflect a more CGA-type approach. Next steps include a broad administration 
of the G-CAP survey across multiple home care service provider agencies in Ontario. Results 
will be used to inform the development and testing of a more seamless geriatric care planning 
approach that is reflective of CGA and that could transcend discipline, agency and system 






CHAPTER 5: MEASURING ASSESSMENT PRACTICES OF POINT-
OF-CARE PROVIDERS IN GERIATRIC HOME CARE USING THE 




Comprehensive geriatric assessment (CGA) is a holistic interdisciplinary approach that has been 
demonstrated to improve care outcomes and experiences in institutional settings. While 
recommendations have been made to guide the adoption of CGA across settings, uptake of point-
of-care provider CGA in home care is largely unmeasured. 
Methods 
Previously, we developed and pilot-tested the Geriatric Care Assessment Practices (G-CAP) 
survey to explore the assessment practices of point-of-care home care providers. In the present 
study, the G-CAP survey was administered to 303 point-of-care providers (n = 100 nurses, n = 
101 OTs and n = 102 PTs) in Ontario, Canada.  
Results 
Participants indicated reliance on their clinical observation and interview skills far more than any 
standardized assessment tools to assess relevant geriatric care domains. While agreement with 
holistic assessment and collaborative goal-setting practices was high, participants indicated a 
lack of confidence to apply existing CGA tools and limited support structures for 
interdisciplinary collaboration and information-sharing.  
Conclusions 
Point-of-care CGA in home care requires the adoption of tools and processes that facilitate a 
team approach to information gathering, sharing and decision-making.  
                                                 




 There is a current shift in health care literature and policy in terms of how we 
conceptualize and measure aging and health. The trend is moving away from a biomedical focus 
on disability and the accumulation of deficits to a biopsychosocial approach that focuses on the 
capacity and capabilities of people as they age (Huber et al., 2011; Huber et al., 2016). The 
World Health Organization (WHO) defines the term ‘healthy aging’ as “the process of 
developing and maintaining the functional ability that enables well-being in older age” (World 
Health Organization, 2015, p. 28). This definition is slowly helping to change the discourse 
around healthy aging from growing old with the absence of disease to a more all-inclusive 
understanding of individuals, using a life course perspective on health, and taking into account 
the reality that many older adults have more than one health condition that may or may not be 
well controlled (Sixsmith et al., 2014; World Health Organization, 2015). In terms of assessing 
the health of older adults, the WHO definition of ‘healthy aging’ requires a holistic and 
integrated approach that investigates not only the presence and absence of individual diseases, 
but more importantly focuses on the collective impact of these diseases on an older adult’s daily 
functioning (Philip et al., 2017).  
 Comprehensive geriatric assessment (CGA) is an interdisciplinary and multidimensional 
care planning and service delivery model for older adults with complex, multi-morbid health 
issues that emphasizes functional, social and environmental factors of health in addition to 
medical diagnoses (Heckman et al., 2013; Welsh et al., 2014). CGA has been widely applied by 
specialist providers (e.g., geriatricians) in institutional care settings across the continuum of care 
and has been shown to predict adverse events, in addition to improving functional outcomes, 
decreasing morbidity, mortality and hospital admissions (Avelino-Silva et al., 2014; Baztan et 
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al., 2009; Caplan et al., 2004; Cohen et al., 2002; Ellis et al., 2011; Van Craen et al., 2010). 
While applications of CGA in primary care and community settings have been cited, there is 
limited evidence of sustainability beyond trials and pilot studies and a distinct lack of 
information about the practical steps and tools that non-specialist providers can use to work 
together to achieve the same outcomes cited in institutional care (Beauchet et al., 2014; Boult et 
al., 2001; Melis et al., 2008; Philip et al., 2017; Rockwood et al., 2003; Suijker et al., 2012). 
Extending the principles of CGA into the home care setting is important for translating thought 
leadership in ‘healthy aging’ into positive action in this sector (Sixsmith et al., 2014).  
5.3 Background 
Point-of-care providers who conduct geriatric assessment in the home care setting 
include, but are not limited to, nurses, occupational therapists (OTs) and physiotherapists (PTs) 
(Health Canada, 2016; Kay et al., 2017). The unique training and education these regulated 
health professionals receive within their respective disciplines means they approach patient 
assessment using different lenses, methods and tools (Giosa et al., 2018 ). In a recent realist 
review on interdisciplinary person- and family-centred geriatric home care, various theories 
emerged to explain the mechanisms by which each of these three disciplines approach their roles 
in person- and family-centred care from planning through to care delivery (Giosa et al., 2018 ). 
Watson’s Theory of Human Caring emerged in the review as an appropriate theory to describe 
nurses’ relational approach to care (Giosa et al., 2018 ; Watson & Woodward, 2010). Within this 
overall approach, nurses are trained to use a ‘head-to-toe’ method to patient assessment, which 
considers the physical, emotional and mental aspects of all parts of the body and relies heavily 
on clinical observation skills (Anderson, Nix, Norman, & McPike, 2014). The Canadian Model 
of Occupational Performance emerged in the review as a theory that can explicate OTs’ approach 
54 
 
to care, which is one that seeks to understand the inter-play between an individual person, their 
environment and their occupation (Canadian Association of Occupational Therapists, 2015; 
Giosa et al., 2018 ). OTs focus on assessment practices that enable them to design and implement 
solutions to enhance individual independence according to their capabilities, function and 
lifestyle (Doiezie, Salgado-Sanchez, & Pautas, 2017). The International Classification of 
Functioning Disability and Health emerged in the review as an appropriate theory to describe 
PTs’ contributions to person- and family-centred geriatric care as it uses a lens of physical and 
environmental factors to draw connections between anatomy, dysfunction and an individual’s 
ability to participate in daily activities (Finger, Cieza, Stoll, Stucki, & Huber, 2006). PTs 
approach patient assessment through a model of functional health that is primarily concerned 
with pain, range of joint motion, and muscle strength in order to develop targeted solutions to 
help individuals regain function (Thonnard & Penta, 2007). 
These findings suggest that the various different point-of-care providers participating in 
health assessment of older adults in home care may best contribute to interdisciplinary CGA in 
different ways, given their competing priorities and areas of expertise. Unfortunately, the 
assessment methods of these point-of-care providers are not transparent nor are they broadly 
measured or reported in the home care literature.  
In Ontario, Canada a Competency Framework for Interprofessional Comprehensive 
Geriatric Assessment was recently developed to describe the competencies and expectations of 
regulated health professionals participating in CGA, including the overlapping knowledge, skills 
and attitudes that would help professionals participate as part of an interdisciplinary team (Kay et 
al., 2017). The framework recommends that successful CGA requires a combination of clinical 
judgement and the use of standardized, valid and reliable patient assessment tools to collect in-
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depth information on an older adult’s medical and social history and clinical data in 13 different 
domains (Kay et al., 2017). Collaborative goal-setting and shared-decision-making between 
providers, older adults and family/friend caregivers are also cited as important to the assessment 
process (Kay et al., 2017). Further, interdisciplinary collaboration and communication are 
outlined as vital to CGA in order to ensure that patient assessment is not conducted by individual 
providers working in isolation and that the interpretation, analysis and application of assessment 
data into a care plan involves the unique clinical expertise of all team members involved (Kay et 
al., 2017).  
 Current geriatric assessment in Ontario home care is fragmented into two separate 
activities: service allocation and point-of-care planning. In terms of service allocation, the 
interRAI Home Care Assessment (RAI-HC) is a standardized comprehensive patient assessment 
tool that is mandated for use by service coordinators working within 14 Local Health Integration 
Networks (LHINs; regional health authorities) to designate appropriate services to long-stay 
clients (Guthrie et al., 2014; interRAI, 2012). Similarly, the interRAI Community Health 
Assessment (RAI-CHA) is used more broadly in home and community care, particularly by 
community support service agencies across the province (Community Care Information 
Management, 2010). The RAI-HC and RAI-CHA are also designed to support point-of-care 
planning by direct service providers; however, their use, or the use of any other standardized 
patient assessment tools at the point-of-care in Ontario home care, is largely unknown. There is 
also limited knowledge of the extent of the use of clinical judgment, collaborative goal-setting 
and interdisciplinary collaboration for assessment at the point-of-care.  
 In a previous study, we developed the Geriatric Care Assessment Practices (G-CAP) 
survey and validated its use with point-of-care nurses, OTs and PTs in Ontario home care. The 
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purpose of the G-CAP survey is to systematically explore these providers’ assessment practices 
at the point-of-care (Giosa et al., 2018 ). Pilot data indicated that point-of-care providers use their 
clinical judgment more often than any standardized assessment tools, including the RAI-HC. 
Additional themes that emerged in the pilot study include that client input was considered most 
important to point-of-care providers for goal-setting and that individual providers tend to always 
conduct their own assessments of older adults and rarely share or receive assessment data within 
or across their disciplines (Giosa et al., 2018 ). The objective of this follow up study was to 
broadly administer the G-CAP survey to point-of-care nurses, OTs and PTs working in home 
care to further test, confirm, refute and/or expand on the themes that emerged from the pilot 
research.  
5.4 Methods 
5.4.1 The G-CAP Survey  
 The G-CAP survey is an online self-report tool including 34 questions related to the 
following areas: 1) Assessment methods; 2) Attitudes toward assessment; 3) Perceptions of the 
RAI-HC and RAI-CHA6; 4) Interdisciplinary collaboration; and 5) Demographic information 
(see Appendix F). Based on the pilot study recommendations, the G-CAP survey items were 
scaled on a 5-point Likert scale in order to improve the scale reliability. In moving away from 
the original 7-point Likert scale, the neutral point was shifted depending on the question in order 
to better discriminate between positive and negative responses (Giosa, Stolee, & Holyoke, 2018). 
The G-CAP survey takes approximately 30 minutes to complete online.  
5.4.2 Data Collection 
When calculating the desired sample size for dissemination, the Dillman (2000) method 
                                                 
6 This version of the survey included one additional question to the version of the survey used in the pilot study on 
the use of the RAI-CHA in an attempt to be more comprehensive. 
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was used. This technique considers the proportion of the true population to be measured, the size 
of the population being sampled, the likely variation in the population that is being sampled, and 
how confident the researcher wants to be in their estimate (Dillman, 2000) (see Figure 5.1).  
 
  
Figure 5.1 Formula used for sample size calculations 
 
In 2010, there were 125,844 nurses working in Ontario and the community care sector 
employed 18.4% of these nurses (Np RN = ~23,155) (Ontario Home Care Association, 2011). In 
2011, there were 4,506 OTs working in Ontario, with 31.1% working in the community sector 
(Np OT = ~889) (Canadian Institute for Health Information, 2011a). In 2009, there were 6,391 
PTs working in Ontario, with 948 working in the community sector (Np PT = ~948) (Health 
Human Resources, 2009). The sample size estimate was based on a sampling error of 10% (B) 
with a 95% confidence interval (C= 1.96); an estimate of 50% was chosen as a conservative 
estimate of the proportion of population expected to express positive attitudes toward patient 
assessment (P). According to this method, a sample of ~96 nurses, ~88 PTs and ~88 OTs were 
determined to be needed to complete the survey to adequately explore the geriatric assessment 
practices of point-of-care home care providers in Ontario. Accounting for survey attrition, the 
researchers aimed for a sample size of ~300 frontline providers (Dillman, 2000). 
 The primary researcher (JG) e-mailed a letter to leaders at home care service provider 
organizations listed on the Home Care Ontario website (http://www.homecareontario.ca/) to 
explain the study and determine their interest and willingness to assist with the online 
Ns   =                  (Np)   (p)   (1-p)       
               (Np– 1) (B / C)2 + (p) (1 – p) 
 
Np= the size of the population 
P= the proportion of the population expected to choose a certain option for a key question 
B = acceptable sampling error, (e.g. ± 10%) 
C = Z statistic associated with the desired confidence level, typically 1.96 for 95% confidence 
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distribution of the survey to their point-of-care staff. The researcher followed up by phone with 
the organizational leaders, as was necessary, to address any questions or concerns they had. It 
was the intention of the researcher to recruit three or more organizations to distribute the online 
survey to ensure adequate variety in the respondents around geriatric assessment. Once an 
organizational leader agreed to assist with the distribution of the survey, the researcher e-mailed 
instructions to the designated main contact at the organization, including a template e-mail with a 
link to the survey that was to be sent out to point-of-care providers in each discipline. Providers 
were eligible to participate in the voluntary survey if they were a registered nurse or registered 
practical nurse, OT or PT providing direct home care services to older adults who were 65 years 
of age or older. FluidSurveys7 (www.fluidsurveys.com) was used to collect survey responses. 
 Survey administration took place over a period of two weeks at each home care provider 
organization. This timeframe was chosen to balance giving potential respondents enough time to 
participate but not so much time that they prolonged responding and forgot about the survey. The 
researcher worked with the designated contact at each of the organizations to get the survey sent 
out via e-mail and provided them with any support they required. In recognition of participants’ 
effort and time to participate in the survey, respondents had an option to receive a $25.00 CAD 
honorarium once they had completed the survey. The first page of the survey served as an 
information letter and consent form (See Appendix G). One week after the survey had been 
distributed at each organization, the researcher provided the designated contact at the 
organization with a template reminder e-mail that could be sent out to all initial recipients of the 
survey link. After the second week had passed, the link to the survey was closed to each 
particular organization. 
                                                 
7 N.B. Fluid-Surveys has since been acquired by SurveyMonkey (www.surveymonkey.com)  
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5.4.3 Data Analysis 
Data from FluidSurveys were downloaded into Microsoft Excel spreadsheets and 
uploaded into IBM SPSS 20.0 software to complete statistical analyses (IBM Corp, 2013). All 
skipped frequency questions were coded as “never” and all skipped agreement or importance 
questions were coded as “neutral”. Descriptive statistics were calculated to explore demographic 
information and to summarize the key findings for: the entire sample of point-of-care providers, 
and each sub-sample of the three disciplines who participated. In an effort to organize the 
analysis of the large dataset into manageable sections, internal consistency values (α) were 
explored and confirmed (>0.70) for the following sub-scales of related items that were uncovered 
in the pilot study (Giosa et al., 2018):  
• Use of clinical observation and interview skills;  
• Holistic assessment practices;  
• Use of RAI-HC;  
• Collaborative goal-setting; and  
• Interdisciplinary information-sharing. 
Data from the questions within each confirmed sub-scale were aggregated in the analysis. 
‘Assessment of geriatric care domains’ emerged as another sub-scale within the pilot data; 
however, internal consistency was not confirmed in the present study and therefore the analysis 
was completed at the individual question level for this category. Analysis at the individual 
question level was also completed for the remaining items of the G-CAP survey that were not 
otherwise included in one of the above sub-scales (Giosa et al., 2018).  
5.4.4 Ethical Considerations  
This study received ethics clearance from the University of Waterloo Office of Research 
60 
 
Ethics (ORE #19586). All survey participants provided informed consent by selecting ‘agree’ 
following a review of the information letter and consent form on the first page of the G-CAP 
survey. 
5.5 Results 
5.5.1 Participant Characteristics 
 A total of 303 point-of-care home care providers (n = 100 nurses, n = 101 OTs and n = 
102 PTs) representing 12 different service provider agencies across Ontario participated in the 
G-CAP survey between the period of May and December, 2015. The majority of participants 
were female (86.1%), ranging in age from 23 to 82 years (M = 41.4, SD = 12.2) with an average 
of 15 years of experience working in their respective disciplines (SD = 13.3, Range: 0-64). 
Approximately half of the participants (48.5%) had been working in home care for more than 
five years, and about one third of participants (32.9%) had more than ten years of home care 
experience. The majority of participants had previous experience working in a hospital setting 
(63.4%) and about half of the participants (46.2%) had experience working in the long-term care 
sector. Almost all participants (90.1%) indicated that more than half of their home care clients 










Table 5.1 Participant characteristics for broad administration of G-CAP survey  
Characteristic All providers  
(N = 303) 
Nurses  
(n = 100) 
OTs  
(n = 101)  
PTs  
(n =102)  
Age 
Mean (SD) (Range) 
41.4 (12.2)  
(23-82) 
40.3 (11.2)  
(23-64) 
36.7 (10.4)  
(26-76) 
47.4 (12.6)  
(27-82) 
Gender n Female 261 
Male 34 
Other 2 








Not Specified 2 
Female 82 
Male 18 
Not Specified 2 
Years in practice 
Mean (SD) (Range) 
15.0 (13.3)  
(0-64) 
12.6 (11.9)  
(0-43) 
11.6 (11.7)  
(0-64) 






<1 year: 39 (13.0) 19 (19) 8 (8.1) 12 (11.8)  
1-5 years: 116 (38.5) 38 (38) 46 (46.5) 32 (31.4) 
6-10 
years: 47 (15.6) 17 (17) 14 (14.1) 16 (15.7) 





Hospital 192 (63.4) 69 (69) 56 (55.4) 67 (65.7) 
LTC 140 (46.2) 63 (63) 30 (29.7) 47 (46.1) 
Rehab* 84 (27.7) 8 (8) 35 (34.7) 41 (40.2) 
Palliative 57 (18.8) 25 (25) 18 (17.8) 14 (13.7) 





< 25% 6 (2.0) 4 (4) 2 (2.0) 0 (0) 
26-50% 22 (7.3) 15 (15) 4 (4.0) 3 (2.9) 
51-75% 93 (30.7) 48 (48) 25 (25.3) 20 (19.6) 
76-100% 180 (59.4) 33 (33) 68 (68.7) 79 (77.5) 
* Legend: Rehab = Inpatient Rehab 
5.5.2 Assessment of Geriatric Care Domains  
Overall, participants indicated that they assess each of the nine domains of geriatric care 
included in the G-CAP survey at least ‘often’ (M = 3 on a 5 point scale where 1 = never-rarely 
and 5 = always), when visiting older home care clients for the first time. This trend was the same 
within each individual discipline, except for PTs who indicated they only ‘sometimes’ (M = 
2.49) assess the social and financial resources of older adults during their first home care visit 
with them. Of the nine care domains explored in the survey, functional status/activity and rest, 
mobility/ balance/ ambulation and safety (environment, abuse risk and falls risk) were the most 
often assessed areas of care across all participants and for OTs and PTs respectively; however, 
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nurses indicated the domains of pain (M = 4.76), medication managment (M = 4.71) and skin 
integrity (M = 4.65) to be their top priority areas of assessment with older home care clients. PTs 
and OTs differed in terms of their fourth priority areas of assessment, with PTs focusing more 
often on pain (M = 4.68) and OTs focusing more often on medication management (M = 4.37) 
(see Table 5.2). 
Table 5.2 Assessment of geriatric care domains  
Mean (SD)* 
Domain All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
Cognition 3.83 (1.20)  4.10 (1.08)  3.61 (1.20)  3.79 (1.28)  
Pain 4.55 (0.86)  4.76 (0.71) † 4.23 (1.00)  4.68 (0.75)  
Skin  4.06 (1.18)  4.65 (0.66) † 4.13 (1.02)  3.41 (1.40)  
Function 4.61 (0.82) † 4.33 (0.94)  4.75 (0.75) † 4.75 (0.69) † 
Mobility 4.62 (0.80) † 4.38 (0.98)  4.69 (0.67) † 4.79 (0.64) †  
Safety 4.76 (0.70) † 4.62 (0.86) 4.91 (0.45) † 4.75 (0.71) † 
Quality of Life 3.82 (1.25)  4.19 (1.10)  3.69 (1.22)  3.57 (1.35)  
Medication 4.14 (1.27)  4.71 (0.80) † 4.37 (0.95) 3.35 (1.53)  
Resources  3.22 (1.46)  3.28 (1.47) 3.91 (1.12)  2.49 (1.36)  
*Participant responses ranged from 1-5 on a 5-point Likert scale for all items 
†The 3 domains with highest average scores per group 
  
5.5.3 Use of Standardized Assessment Tools  
 
 On average, participants in all disciplines indicated that they ‘never’ (M = 1.46-1.81 on a 
5 point scale where 1= never and 5= often-always) use any of the 68 standardized patient 
assessment tools included in the G-CAP survey to assess the nine domains of geriatric care 
during their first home care visits with older adults (see Table 5.3).  
Table 5.3 Overall use of standardized assessment tools   
Mean (SD)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
1.64 (0.62)  1.86 (0.82) 1.46 (0.68)  1.61 (0.84)  




Of the 68 standardized patient assessment tools that were asked about in the G-CAP 
survey, only two pain scales and one skin integrity scale were rated to be used by all participants 
more than ‘rarely’ (M = 3 on a 5 point scale where 1 = never and 5 = often-always); the Verbal 
Rating Scale (M = 3.82), the Numeric Pain Rating Scale (M = 3.95), and the Braden Scale for 
Predicting Pressure Sore Risk (M = 3.13). In addition to these scales, nurses use a few other 
assessment tools more often than ‘rarely’, including, the Mini-Mental State Examination (M = 
3.46) to assess cognition, the Falls Risk Assessment Tool to assess safety, and two additional pain 
scales; the Facial Grimace and Behavioural Checklist Flowcharts (M = 3.54) and the Edmonton 
Symptom Assessment Scale (M = 3.96). OTs also more than ‘rarely’ use the Montreal Cognitive 
Assessment (M = 3.99) to assess cognition and PTs ‘sometimes’ use the Berg Balance Scale (M = 
4.21) and the Timed Up and Go test (M = 4.43) to assess mobility, activity and rest in older 
adults (see Table 5.4).  
5.5.4 Use of Clinical Observation and Interview Skills 
On average, participants indicated that they use their clinical observation and interview 
skills more than ‘sometimes’ (M = 4.27-4.66 on a 5 point scale where 1= never and 5= often-
always) to assess the nine areas of geriatric care asked about in the G-CAP survey within this 
sub-scale, with OTs relying on these skills slightly more often than PTs and nurses, on average 










(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs 
(n = 102) 
Cognition 
Montreal Cognitive Assessment (MOCA)   3.99 (1.20)  
Mini Mental State Examination (MMSE)  3.46 (1.41) 3.43 (1.20)  
Pain 
Brief Pain Index (BPI)  3.06 (1.80)   
Visual Analogue Scale for Pain (VAS)     
Verbal Rating Scale (VRS) 3.82 (1.60) 4.38 (1.23) 3.12 (1.63) 3.67 (1.72) 
Numeric Pain Rating Scale (NPRS) 3.95 (1.53) 4.44 (1.18) 3.21 (1.66) 4.21 (1.44) 
Facial Grimace and Behavioral Checklist 
Flowcharts (FGBC)  3.37 (1.54)   
Edmonton Symptom Assessment Scale 
(ESAS)  3.96 (1.41)   
Skin 
Braden Scale for Predicting Pressure Sore 
Risk (BS) 3.13 (1.73) 4.55 (0.95) 3.49 (1.43)  
Safety 
Falls Risk Assessment Tool (FRAT)  3.59 (1.71)   
Mobility 
Berg Balance Scale (BBS)    4.21 (0.99) 
Timed Up and Go (TUG)    4.43 (1.02) 
*Participant responses ranged from 1-5 on a 5 point scale for all items  
 
 
Table 5.5 Use of clinical observation and interview skills  
Mean (SD)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
  4.50 (0.17)    4.57 (0.16)    4.66 (0.15)     4.27 (0.33)  
*Participant responses ranged from 1-5 on a 5 point scale for all items  
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5.5.5 Holistic Assessment Practices 
 On average, participants indicated that they more than ‘somewhat agree’ (M = 4.29-4.44 
on a 5 point scale where 1= strongly disagree and 5 = strongly agree) with holistic assessment 
practices, including that client assessment involves the use of standardized tools, conversations 
with older adults, their family/friend caregivers and other point-of-care providers, as well as 
observation and documentation practices. This sub-scale also asked to what degree participants 
endorse assessment as an ongoing process throughout the care journey, and whether participants 
need to collect assessment data themselves or whether they can rely on data collected by other 
point-of-care providers (see Table 5.6) (see Appendix F, question 19 a-l).  
Table 5.6 Endorsement of holistic assessment practices  
Mean (SD)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
4.34 (0.54)  4.30 (0.56)  4.66 (0.64)  4.44 (0.49)   
*Participant responses ranged from 1-5 on a 5 point scale for all items  
 
5.5.6 Use of RAI-HC and RAI-CHA 
 More than half of all participants had heard of the RAI-HC (65.3%) and the RAI-CHA 
(55.4%) tools, with OTs and PTs having slightly higher awareness of the tools than nurse 
participants (see Table 5.7).  
Table 5.7 Awareness of the RAI-HC and RAI-CHA tools  
Tool  All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n= 102) 
RAI-HC 198 (65.3%) 53 (53%) 74 (73.3%) 71 (69.6%) 
RAI-CHA  168 (55.4%) 48 (48%) 59 (58.4%) 61 (59.8%) 
 
While many participants had heard of these tools, on average, participants indicated they ‘never’ 
to ‘almost never’ use either of the tools, data from the tools, or the clinical assessment protocols 
derived from the tools to plan and provide care to older home care clients (M = 1.97-2.02 on a 5 
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point scale where 1 = never and 5 = often-always) (see Table 5.8) (see Appendix F, question 
22a-c).  
Table 5.8 Use of the RAI-HC and RAI-CHA tools 
Mean (SD)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
1.99 (0.53) 2.02 (0.35)  1.97 (0.65)  1.98 (0.61) 
 *Participant responses ranged from 1-5 on a 5 point scale for all items  
 Participants were also fairly skeptical and lacked confidence with respect to questions 
regarding the utility of and their own ability to use both the RAI-HC and RAI-CHA tools. For 
example, participants indicated that they ‘somewhat disagree’ that the RAI-HC and RAI-CHA 
contained all the information they would need to plan and provide care to older adults (M = 2.21 
on 5 point scale where 1 = strongly disagree and 5 = strongly agree). Additionally, participants 
also responded that they ‘somewhat disagree’ that they feel confident to both collect data using 
the RAI-HC or RAI-CHA (M = 2.33) or interpret data collected by someone else using the RAI-
HC or RAI-CHA (M = 2.59) to plan and provide care to older adults (see Table 5.9).  
Table 5.9 Utility and ability to use the RAI-HC and RAI-CHA tools 
 Mean (SD)* 
Item All 
Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
The RAI-HC/ RAI-
CHA includes all the 
information I need  
 
2.21 (1.3)  2.25 (1.41)  2.27 (1.26)  2.12 (1.14)  
I feel confident that I 
can use the RAI-HC/ 
RAI-CHA to collect 
information  
2.33 (1.38)  2.46 (1.55)  2.23 (1.31)  2.29 (1.28)  
I feel confident that I 
can interpret data 
from the RAI-HC/ 
RAI-CHA  
2.59 (1.42)  2.53 (1.56)  2.71 (1.37)  2.54 (1.33)  
*Participant responses ranged from 1-5 on a 5 point scale for all items  
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5.5.7 Collaborative Goal-Setting 
 When asked about collaborative goal-setting practices, on average, participants indicated 
‘important’ (M = 4.54-4.68 on a 5 point scale where 1 = not at all important and 5 = very 
important) in relation to the various information sources within this G-CAP survey sub-scale, 
including assessment data they collect themselves, assessment data collected by others, their 
professional opinion, the professional opinion of others, information from the client chart, and 
input from the older adult and their family/friend caregivers (see Table 5.10) (see Appendix F, 
question 24a-g).  
Table 5.10 Collaborative goal-setting practices 
Mean (SD) (Range)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
4.63 (0.61)  4.66 (0.15) 4.54 (0.29)  4.68 (0.24)  
*Participant responses ranged from 1-5 on a 5 point scale for all items  
 
5.5.8 Interdisciplinary Collaboration  
 Participants, on average, were fairly neutral as to their interactions with other point-of 
care providers, indicating that they ‘neither agree nor disagree’ (M = 3.30-3.80 on a 5 point scale 
where 1 = strongly disagree and 5 = strongly agree) with statements about always knowing what 
other providers are working with an older adult, that all point-of-care providers work toward a 
common goal, that privacy inhibits them from sharing information and that they feel part of an 
integrated team. Within individual disciplines, only nurses indicated that they ‘somewhat agree’ 






Table 5.11 Endorsement of interdisciplinary collaboration 
 Mean (SD)* 
Item All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 













 3.30 (1.33)  3.66 (1.32)  3.15 (1.20)   3.10 (1.41)  
I feel part of an 
integrated team 
3.51 (1.32)  3.94 (1.15)  3.02 (1.36)  3.59 (1.32)  
*Participant responses ranged from 1-5 on a 5 point scale for all items  
 
5.5.9 Interdisciplinary Information-Sharing  
For the questions comprising the G-CAP sub-scale of interdisciplinary information-
sharing, overall participants indicated that they ‘rarely’ share or receive information within or 
outside of their respective disciplines (M = 3.58 on a 5 point scale where 1 = never and 5 = often-
always). Nurses, however, rated interdisciplinary information-sharing slightly higher, indicating 
that they ‘sometimes’ share and receive information within and across disciplines (M = 4.07) 
(see Table 5.12) (see Appendix F, question 26a-e).  
Table 5.12 Endorsement of interdisciplinary information-sharing 
Mean (SD)* 
All Participants 
(N = 303) 
Nurses 
(n = 100) 
OTs 
(n = 101) 
PTs  
(n = 102) 
3.58 (0.14)  4.15 (0.29) 3.36 (0.28)  3.35 (0.17)  





5.6.1 Comprehensive Geriatric Assessment in Home Care 
 Participants reported that they routinely assess all nine areas of geriatric care included in 
the G-CAP survey on their first home care visit with older adults and their family/friend 
caregivers. These nine areas are consistent with the clinical assessment domains recommended in 
Ontario’s Competency Framework for Interprofessional Comprehensive Geriatric Assessment, 
indicating that home care providers are well-positioned to participate in CGA from an 
information-gathering standpoint (Kay et al., 2017). However, with all providers individually 
collecting the information they need in each of these areas, concerns about duplication, overlap 
and redundancy emerge. Previous research in home care has documented that older adults 
experience high levels of stress when having to repeatedly share the same information with 
multiple different providers (Woodward, Abelson, & Hutchison, 2001). Developing a process for 
each discipline to uniquely contribute to a collaborative comprehensive assessment of the various 
geriatric care domains would be important for minimizing assessment burden in home care.  
Ontario’s Competency Framework for Interprofessional Comprehensive Geriatric 
Assessment recommends that effective assessment of older adults include a blend of clinical 
judgement and standardized assessment (Kay et al., 2017). The G-CAP survey uncovered that 
point-of-care provider participants rely far more on their clinical observation and interview skills 
than on any standardized assessment tools to assess relevant geriatric care domains. While these 
findings suggest a relative over-reliance on clinical observation and interview skills, it is 
important to consider the necessity of these skills in order for point-of-care providers to 
participate in the skillful process of clinical decision-making, which requires combining 
scientific knowledge, experiences and clinical judgement within the context of a particular 
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situation (Benner, Tanner, & Chesla, 2009; van Graan, Williams, & Koen, 2016). In nursing, 
clinical judgement has been associated with problem-solving using Tanner’s Clinical Judgement 
Model, which emphasizes effective noticing through focused observation (Tanner, 2006; van 
Graan et al., 2016). Clinical observation and judgment are also essential to physiotherapy 
practice, with movement observation being cited as the primary assessment and diagnostic tool 
of PTs and effective clinical observation being associated with more experienced clinicians 
(McGinnis, Hack, Nixon-Cave, & Michlovitz, 2009; Wainwright, Shepard, Harman, & Stephens, 
2011). Observation is also critical to the validity of interventions and care plans derived from OT 
assessments, as their focus is on performance of daily activities within the context of an 
individuals’ environment and daily life (Brentnall & Bundy, 2009). The integration of scientific, 
narrative, and pragmatic reasoning that focuses on observations of structural context (e.g., 
resource constraints, equipment availability) have been cited as essential to effective clinical 
judgement in this discipline (Schell & Cervero, 1993).   
In terms of balancing observation and clinical judgment with standardized assessment at 
the point-of-care, it is necessary to consider the structural factors in place that might be 
contributing to the usage patterns of standardized assessment tools by point-of-care providers. 
For example, the G-CAP survey uncovered that nurses were using several more standardized 
assessment tools than other disciplines, which might align to a greater proportion of home care 
services being delivered by nurses than by PTs or OTs in Ontario. In 2015-2016, 21.5% of home 
care services were nursing visits, versus only 2.1% of visits being from PTs and 1.5% of visits 
being from OTs respectively (Home Care Ontario, 2017). With this variability in time spent 
delivering point-of-care services, there is even greater justification for integrating clinical 
observation and interview data collected at the point-of -care with standardized assessment data 
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already being collected through the RAI-HC and RAI-CHA tools for service allocation. This 
would maximize efficiency and completeness of information available to each provider in terms 
of the overall client care situation.  
Participants demonstrated strong agreement with holistic assessment practices including 
that client assessment involves the use of standardized tools, dialogue with older adults, their 
family/friend caregivers, and other point-of-care providers within and outside of their own 
discipline, and clinical observation. They also agreed that client assessment should be 
documented, that it goes beyond an administrative purpose to be impactful to the care they 
provide, and that they can make use of data collected by other providers even though they also 
must collect assessment data themselves. Perceptions and beliefs around collaborative goal-
setting activities were also very positive among participants who indicated that creating goals 
requires a combination of assessment data, professional opinions and input from multiple sources 
including older adults and family/friend caregivers and other providers. These findings build on 
previous theories and provide evidence that a philosophy of person- and family-centred care 
resonates with and has been adopted by many point-of-care providers during their one-on-one 
interactions with older adults and their family/friend caregivers (Giosa et al., 2018 ).  
In contrast to their holistic assessment and client goal-setting practice beliefs, participants 
indicated a lack of interdisciplinary collaboration and information-sharing both within and across 
disciplines at the point-of-care, and neutral feelings towards feeling part of an integrated home 
care team. There is evidence that provider attitudes and beliefs are strong facilitators of person-
and family-centred care practices at the point-of-care, therefore the gap between provider 
attitudes and practice findings in the present study might be explained by systemic and structural 
barriers that impede a holistic CGA approach at the point-of-care (Moore et al., 2017). Such 
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barriers cited in the literature include the pervasiveness of ‘usual’ positivist medicine and bio-
medical models of care, poor documentation and communication tools and processes and time 
constraints (Moore et al., 2017). The current study findings that point-of-care providers do not 
use, and lack the confidence to apply, the RAI-HC and RAI-CHA tools and data confirms the 
disconnect between service allocation and care planning structures in Ontario home care. As the 
RAI-HC and RAI-CHA data are routinely collected to make service decisions in this sector, 
these data could and should be better optimized for use at the point-of-care. The need for 
enhanced provider education and training on how to apply these data in real-time practice is also 
supported by these findings. Additionally, future work should explore how point-of-care 
provider observations, goal-setting and care-planning could inform service allocation decisions 
throughout the care journey.  
5.6.2 Strengths 
To our knowledge, this is the first study that has systematically explored and attempted to 
measure the assessment practices of point-of-care providers working in home care using a 
validated survey. The study sample was large and diverse, reaching across the province and 
including almost equal representation from each of the three disciplines of interest. Using an 
online survey was a substantial facilitator of the strengths of this study.  
5.6.3 Limitations 
The present study also has several limitations. First, the researchers were unable to 
estimate a response rate for survey participants as information about the number of providers at 
each participating organization within each discipline was not collected. The G-CAP survey was 
administered within only one province in Canada, which may limit the generalizability of the 
findings to other provinces. Since home care is funded at the provincial level in Canada, 
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exploration into point-of-care assessment using the G-CAP survey could be repeated in other 
provinces to explore individual contexts. This study is also limited by the exclusion of a variety 
of other point-of-care providers who participate in geriatric home care, including but not limited 
to personal support workers (PSWs), social workers and dietitians. Nurses, OTs and PTs were 
chosen as the disciplines of focus as they are the most common providers cited to participate in 
client assessment in current home care practice, and in publicly-funded home care, supervise the 
work of PSWs (Local Health Integration Networks, 2014b). Nonetheless, the need to understand 
and include the contributions of PSWs and other providers into comprehensive geriatric 
assessment in home care is an area for future research. Finally, the G-CAP survey did not 
explore the assessment of family/friend caregiver needs by point-of-care providers. While the 
survey did cover the assessment of the social resources of older adults, future research could 
focus on understanding how the needs of family/friend caregivers are/ could be explicitly 
integrated into the CGA process. 
5.7 Conclusions 
 The promotion of ‘healthy aging’ in home care through CGA is supported by point-of-
care providers through their positive attitudes and beliefs towards holistic assessment and 
collaborative goal-setting practices. However, the tendency of these providers to work in 
isolation of one another with limited communication and information-sharing has resulted in 
unrealized potential to effectively and efficiently use the skills of different types of providers in a 
person-and family-centred care-planning process at the point-of-care. Further, there is a need to 
close the gap between standardized assessment and data used for service allocation and 
observation and clinical judgement applied at the point-of-care. Future work points to the need 
for more standardized collaborative care processes, training and communication tools.  
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CHAPTER 6: IMPROVING PERSON-AND FAMILY-CENTRED 





Goal-setting with older adults at the point-of-care in home care is often inhibited by a lack of 
structure to support person- and family-centred care planning, paternalistic provider attitudes and 
task-oriented delivery models. The objective of this research study was to determine how goal-
setting practices for older clients could be re-oriented around individuals’ self-perceived goals, 
needs and preferences in home care.  
Methods 
Solutions-focused semi-structured key informant interviews were conducted with older adult 
home care clients aged 65 years and older (n = 13) and their family/friend caregivers (n = 12) to 
explore their ideas around changes, solutions and strategies for person and family-centred goal-
setting. Participants were recruited through community advertisement in a single region of 
Ontario, Canada between July and October of 2017. Interviews were conducted in-person, either 
individually or in older adult/caregiver dyads and were audio-recorded and transcribed verbatim. 
Thematic analysis was guided by a multi-step framework method using NVivo10 and Microsoft 
Excel software.  
Results 
Four themes emerged from the data, including: 1) seeing beyond age enables respect and dignity; 
2) relational communication involves two-way information sharing; 3) doing ‘with’ instead of 
doing ‘for’ promotes participation; and 4) collaboration is easier when older adults and 
                                                 
8 This chapter has been drafted in manuscript format for submission to Health and Social Care in the Community 
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family/friend caregivers lead the way. Older adults and family/friend caregivers want to be 
actively engaged in dialogue during care planning to ensure that their preferences, needs, and 
personal history are applied in designing a care plan that promotes their participation at a level 
they choose and in a format that is conducive to their wishes for their personal environment. 
Conclusions 
Findings from this study add the older adult and family/friend caregiver perspective to existing 
recommendations in recent literature for combatting ageism, improved relational 
communication, reablement interventions and better collaboration in geriatric care. Next steps 
for this work could involve testing the changes, solutions and strategies that emerged to 
determine their impact on the experience of person-and family-centred home care by older adults 
and family/friend caregivers.   











The demand for health care providers to partner directly with patients and family/friend 
caregivers in the planning and delivery of care is on the rise as a result of the growing body of 
literature and evidence supporting person- and family-centred care (PFCC) (Kogan, Wilber, & 
Mosqueda, 2016). While there is no single unifying definition of PFCC, individual choice and 
personal autonomy are key distinguishing factors from traditional biomedical models of care 
delivery (Cott, 2004; DiLollo & Favreau, 2010; Edvardsson & Innes, 2010; Edvardsson, 
Winblad, & Sandman, 2008; Kogan et al., 2016). Goal-setting has been cited as a key 
opportunity to operationalize PFCC in care planning activities, particularly in home and 
community settings where care is delivered in individuals’ personal environments (Furze, 2015). 
Person and family-centred goal-setting requires an understanding of patient and family/friend 
caregiver values in order to prioritize care activities in terms of what the patient sees as important 
and aligned to their lifestyle preferences, and to improve communication between patients and 
their health care providers (Carroll, 2011; Duchan & Black, 2001; Kogan et al., 2016).  
Evidence suggests that there is great variation in terms of the extent to which individuals 
wish to be engaged as active participants in care and decision-making, with older adults being 
cited as preferring less active roles (Levinson, Kao, Kuby, & Thisted, 2005; Schulman-Green et 
al., 2006). Rather than providers tailoring older adult participation accordingly, paternalistic and 
authoritative decision-making often prevails in care planning, based on assumptions that all older 
adults’ goals are the same and/or that they do not have goals at all (Schulman-Green et al., 2006; 
Sockolow, Radhakrishnan, Chou, & Wojciechowicz, 2017).  In fact, just the opposite has been 
demonstrated, with a study citing a diverse range of goals for community-dwelling older adults 
pertaining to health problems, living accommodations, social and family relationships and 
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mobility (Robben, Perry, Olde Rikkert, Heinen, & Melis, 2011).  
In home care, systemic barriers such as limited time, task-based delivery models and 
providers working in isolation of one another further inhibit goal-setting opportunities and 
practices at the point-of-care (Sockolow et al., 2017). Often no goal information is recorded in 
these settings, and if there are goals identified, they typically pertain to individual elements of 
clinical care and are not written in the patient voice or integrated across providers (Robben et al., 
2011; Sockolow et al., 2017). Person- and family-centred goal-setting has the potential to 
integrate the contributions of the various providers involved in geriatric home care so that they 
are all working towards a common goal (Parsons et al., 2012).  Mutual goal-setting with older 
adults has also been shown to be an important motivational determinant for enhancing 
participation in self-management of illnesses and disease and has demonstrated improved 
physical and mental well-being (Cheng, 2018).   
In Ontario, Canada there are 14 Local Health Integration Networks (LHINs; regional 
health authorities), which are responsible for allocating funds and coordinating home and 
community care (Local Health Integration Networks, 2014a). In terms of point-of-care delivery, 
direct service provider agencies are contracted by the LHIN to provide these services (Health 
Council of Canada, 2012; Home Care Ontario, 2014). LHIN care coordinators set service goals 
based on clinical needs of clients and families for the purposes of allocating appropriate home 
care services; however, there is currently no structure in place to support person and family- 
centred goal-setting between point-of-care providers, older adults and their family/friend 
caregivers (Gill & Connelly, 2013; Parsons & Parsons, 2012). Understanding how goal-setting 
could be more person-and family-centred for older adults in home care has the potential to 
improve experiences of integrated care.  
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The objective of this research study was to determine how geriatric client goal-setting 
practices in home care could be re-oriented around individuals’ self-perceived goals, needs and 
preferences.  
6.3 Methods  
6.3.1 Solutions-Focused Key Informant Interviews  
 Solutions-focused semi-structured key informant interviews were conducted with older 
adult home care clients and their family/friend caregivers. The solutions-focused approach is 
rooted in counseling and therapy practices and is future-focused, goal-directed and aimed at 
searching for solutions rather than focusing on problems (Proudlock & Wellman, 2011; Walsh, 
Moss, & FitzGerald, 2006). According to the solutions-focused approach, “understanding the 
cause of the problem is not a necessary step in resolving it” (Lethem, 2002, p. 189). There are 
three discourses that are important in a solutions-focused approach:  
1) The Change Discourse: involves identifying strengths and qualities that will facilitate 
positive change as well as the goals for the change instead of focusing on the 
problems; 
2) The Solution Discourse: involves identifying what the world would look like if the 
problem was solved; and 
3) The Strategy Discourse: involves developing an action plan with tasks to be 
performed (Bloor & Pearson, 2004).  
Extensive consultation research has revealed poor experiences of older adults and their 
family/friend caregivers with care planning in the home care system (Giosa et al., 2014; 
Manderson, McMurray, Piraino, & Stolee, 2012; Toscan et al., 2012; Toscan et al., 2013). 
Instead of replicating previous findings, a solutions-focused approach allowed the researchers to 
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leverage the first-hand experiences and expertise of older adults and their family/friend 
caregivers as users of the system to develop ideas for changing how they are engaged in goal-
setting in the planning phase of their care.  
6.3.2 Data Collection  
This study received ethics clearance from the University of Waterloo Office of Research 
Ethics (ORE #22251). Key informant interview participants included older adults aged 65 years 
or older who were currently receiving or had previously received (within five years) publicly-
funded home care services in one Local Health Integration Network (LHIN; regional health 
authority in Ontario, Canada). Self-identified family/friend caregivers of these older adult home 
care recipients were also eligible to participate. Community advertisement served as the main 
recruitment strategy, with an aim to recruit up to 25 participants according to qualitative 
sampling guidelines to reach saturation (Bernard, 2000; Green & Thorogood, 2009, p. 120). 
Paper recruitment flyers were posted throughout the communities within the LHIN (e.g., 
supermarkets, churches, community centres, libraries and doctors’ offices); electronic copies of 
the same flyer were distributed via e-mail to various older adult stakeholder groups (see 
Appendix H). Interested participants contacted the primary researcher (JG), who provided 
additional information about the study by telephone. Interviews were then scheduled at a 
convenient time and location/format (e.g., at home, by telephone) for participants, who were 
provided with a study information letter and asked to provide written consent (see Appendix I).  
A semi-structured interview guide was developed according to the three discourses of a 
solutions-focused approach and probed the following four key concepts of PFCC in relation to 
goal-setting in geriatric home care; 1) Dignity and Respect; 2) Information Sharing; 3) 
Participation; and 4) Collaboration (The Institute for Patient and Family Centred Care, 2010) 
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(Appendix J). Interviews lasted for 30-60 minutes, were conducted either with single older adults 
or with older adult/caregiver dyads depending on the older adults’ preferences, and were audio-
recorded. The primary researcher (JG) kept a diary of detailed reflexive notes following each 
participant interview to document any reflections or initial interpretations of the conversations 
(Gale et al., 2013) (see Appendix K). Participants received a $25.00 CAD honorarium for their 
participation in the form of a VISA gift card.  
6.3.3 Data Analysis 
Thematic data analysis was guided by the multi-step framework method as described by 
Gale and colleagues (Gale et al., 2013): 
Step 1: Transcription  
All audio-recorded interviews were transcribed verbatim. These transcripts, along with 
the reflexive notes taken by the primary researcher (JG), were imported into NVivo 10 software 
for analysis (QSR International Pty Ltd, 2012). 
Step 2: Familiarization with the interviews 
The primary researcher (JG) became immersed in each interview by thoroughly reading 
each transcript and corresponding reflexive notes in detail. Additional memos were created in 
NVivo 10 (QSR International Pty Ltd, 2012) regarding initial analytical impressions during this 
step in the analysis. After reviewing all transcripts, the primary researcher (JG) selected three 
transcripts thought to be representative of the data to commence step three below.  
Step 3: Coding 
Two researchers (JG, PS) independently coded the three representative transcripts using 
an inductive open coding approach (Lofland et al., 2006; Pope et al., 2000).  Line-by-line reading 
of each transcript was completed by each researcher to identify important short phrases, 
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sentences and passages (meaning units) and assign a label to classify them systematically (Gale 
et al., 2013) (see Table 6.1). Each researcher also recorded reflexive notes at this stage to 
document their impressions of the data and ideas about patterns and trends across the three 
transcripts.  
Table 6.1 Sample open coding scheme 
Excerpt from Transcript Meaning Unit Label  
…and I keep adding new 
information. I stick stuff in the 
back and then they can read- 
Like, I told them about the 
wedding and when the 
grandbaby was born and that 
kind of stuff. So, they know 
they can talk to him about that 
sort of thing and the aphasia 
book is here all the time, but 
[name] doesn't need to use it 
because she's ... Like, she- 
Like I said, she's like one of 
our kids now. (laughs) And so, 
she knows probably more 
about the family than I do, 
but ... (laughs) 
 
I stick stuff in the back and 
then they can read- Like, I told 
them about the wedding and 
when the grandbaby was born 
and that kind of stuff. So, they 
know they can talk to him 
about that sort of thing 
Personal history, family 
dynamics and background 
matter  
Her skills to determine his 
mood for the day and his 
needs for the day, and, and 
meet that. Um, he talks 
nonstop about himself while 
she's there, "And I used to do 
this, and I did that." And she's, 
"Oh, is that right?" And she 
gets him laughing. So she's a 
mood changer right away. 
And then she sits down and 
has a coffee with me for 20 
minutes, so it's social. You 
know, and then she leaves. 
And um, I've never seen her 
anything but up and bubbly.  
Her skills to determine his 
mood for the day and his 
needs for the day, and, and 
meet that. 
Good communication and 
listening skills are essential 
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Step 4: Developing a working analytical framework 
 After completing the open coding on each of the three transcripts, the two researchers 
(JG, PS) met to compare the labels they had assigned to the data and determine an agreed upon 
set of codes. Researchers then inductively categorized these codes and then deductively grouped 
these categories according to the four elements of PFCC that were explored in the interviews 
(The Institute for Patient and Family Centred Care, 2010).  A chart was developed demonstrating 
the relationship between codes, categories and elements of PFCC that would form the working 
analytical framework for the remainder of the analysis (see Table 6.2). 
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Step 5: Applying the analytical framework 
           The primary researcher (JG) applied the working analytical framework to code the 
remaining 17 transcripts using NVivo 10 software (QSR International Pty Ltd, 2012). Detailed 
reflexive notes were taken throughout this stage of the analysis in order to track key impressions 
about the data as they emerged in relation to the three discourses of a solutions-focused 
approach.   
Step 6: Charting the data into the framework matrix 
           Once all the data were coded using the analytical framework, the primary researcher (JG) 
developed a series of four matrices to summarize the data for each category using Microsoft 
Excel. The rows in each matrix represented each interview (older adult or older adult/caregiver 
dyad) and the columns in each matrix represented each code within a category. Coded data was 
abstracted from NVivo 10 (QSR International Pty Ltd, 2012) to populate the cells within the 
matrix with illustrative points using verbatim words and quotes as much as possible (see Table 
6.3).  
Table 6.3 Sample matrix for ‘respect and dignity: ageist assumptions are dangerous’  
 Older adults are not 
just a collection of 
body parts and 
diseases 
Older adults have a 
range of sight, 
hearing and 
cognitive capacities 
Older adults should 
have equal access to 
recovery-focused 
care 
Janice* (older adult) Older adults grew up 
in a different era 
where you were very 
conservative about 
showing your body 
parts and having a 
stranger of the 
opposite sex bathe 
you requires them to 
Retirement home staff 
forget that we’re 
adults and poor 
excuses for lack of 
consistency in 
providers (e.g., so you 
don’t become too 
attached should you 
die) do not sit well 
Nurse working on 
toenails causing 
chronic pain was 
going to give up 
saying: ‘I don’t think 
we are getting 
anywhere’ and older 
adult persisted and 





with us by step what other 
action could be taken 
Doris (older adult) The home PT wasn’t 
interested in the 
person; she was 
interested in physio 
and didn’t explain 
why she was giving 
certain exercises for 
certain parts of the 
body 
Assumptions are 
made that because 
you look old you 
must be stupid, you 
must be deaf and you 
must be blind. 
A PT assessing pain 
in the foot offered no 
proactive help and the 
conversation was 
sparse, you have to 
live with it sort of 
thing.  
Janet (older adult) 




were made only 
considering what 
parts of the body were 
not working properly 
which made her really 
not want to eat at all 
Home care 
assessment questions 
seemed to be 
checking whether I 
had my marbles and 
asked if I knew what 
year I was born  
Home care 
assessment questions 
seemed like they had 
already pre-
determined that down 
the road, they wanted 
to get her into a 
nursing home   
Sue (caregiver) He has to be seen as 
the patient forever—
all he’s got really out 
of four appendages is 
his left arm and he’s 
not naturally a left-
handed person so this 
is difficult for him  
Just because he has a 
speech disorder does 
not mean he does not 
want to communicate 
and he tries to say to 
them “what’s new?” 
and they will not 
engage and reply 
“well, not much new” 
…for old people, it's, 
it's like, um ... uh, it's 
like ... do as little as 
possible, spend as 
little as possible. But 
for newborn babies, 
"Oh, wow." Yeah. 
You know, like ... 
(laughs) It's ... uh, uh, 
we can't do too, we 
can't do too much 
ever, ever, you know?  
Julia (Caregiver) Contrasting the 
publicly funded 
palliative home care 
(it didn't seem to 
matter whether she 
could do the care that 
was required, it was 
just her body) with 
the privately funded 
care where the 
providers would give 
massages, use cold 
compresses, readjust 
pillows (they were 
totally aware of the 
I wish they knew how 
extremely intelligent 
she was - several 
times the home 
support worker would 
talk to her like she 
was an imbecile.  
Older adult told 
caregiver - I just feel 
like they just want to 
stand me up against 
the wall and hose me 
down, and, and, uh, 
use a big hand blower 
and blow it all off me, 





process of death)  
*pseudonyms have been used 
**underlined text represents verbatim excerpts from transcripts 
 
Step 7: Interpreting the Data  
Themes were generated from the matrices by comparing and contrasting data among 
participants and categories and also across categories. The primary researcher (JG) used the three 
discourses of a solutions-focused approach to elaborate on fill out each of the themes. Themes 
were shared and discussed with a second researcher on the team (PS) to ensure they were 
consistent with the overall coding framework. 
6.4 Results 
 Thirteen older adults and 12 family/friend caregivers were interviewed between July and 
October of 2017 (see Table 6.4). Five interviews were with older adult/caregiver dyads. Six of 
the family/friend caregivers interviewed were spouses, and six were adult daughters of older 
adults. Older adults were receiving home care services for a variety of health issues including 
stroke, multiple sclerosis, Amyotrophic Lateral Sclerosis, muscular dystrophy, Parkinson’s 
disease, cancer and dementia.   
Table 6.4 Key informant interview participant characteristics  
Characteristics  Older adults (n=13) Family/friend 
caregivers (n= 12) 
Area Rural 1 2 
Urban 12 10 
Age Group (years) 55-65  10 
65-75 5 1 
75-85 4 1 
85+ 4 0 
Gender Male 4 1 
Female 9 11 
Living Arrangements  Alone 8  
With someone else 5  
Housing  Detached house 6  




Retirement home 3  
 
 The following four themes emerged from the data: 1) seeing beyond age enables respect 
and dignity; 2) relational communication involves two-way information sharing; 3) doing ‘with’ 
instead of doing ‘for’ promotes participation; 5) collaboration is easier when older adults/ family/ 
friend caregivers lead the way (see Table 6.5).  
Table 6.5 Solutions-focused themes for improving person- and family-centred goal-setting 
in geriatric home care 
Theme 
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that matter  
 
 6.4.1 Seeing Beyond Age Enables Respect and Dignity  
Older adults and their family/friend caregivers shared that respect and dignity 
would be better supported in geriatric home care if providers were able to see beyond age  
when determining older adult goals and needs. Older adults and family/friend caregivers agreed  
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that point-of-care  providers need to make fewer ageist assumptions about the abilities of older 
adults in order to promote more  active goal-setting. One older adult named Doris shared her 
belief that ageist assumptions are easy for point-of-care providers, based on physical appearance 
and numerical age: “Yes, it’s sort of, a, an assumption, you see? ...It’s, I mean, after all, I 
suppose that it’s justifiable cause you look old (laughter). And you are old. But, um, it’s not as 
bad as they think.” She shared that a more holistic view on aging and goal-setting would reveal 
more opportunities in her care situation. Older adults also spoke about their desire to eliminate 
the often patronizing tone of conversations, tainted by assumptions about hearing, sight, 
cognition or care needs. One participant expressed: 
And not speak to senior citizens like they're idiots, and don't understand what's  
going on. Um, being called "dear". Uh ... I guess we're just coming into this now, there 
have been a few ages of things that I run into before, but somebody called me "dear" the 
other day, and I thought, "Oh, Lord. I have arrived." –Beatrice (older adult) 
 
Older adults and family/friend caregivers alike believed that decreased ageism could be realized  
through focused goal-setting to protect older adult capacity and promote reactivation. One  
family/friend caregiver  shared her experience with a complete lack of goal-setting when the  
planning team assumed that her husband would require institutional care and she needed to  
advocate a more rehabilitative approach: 
And then they send somebody to check out your home. It- I, I found at the hospital, 
though, their first, their first ... Um, go-to reaction was, "What home are you gonna put 
him in?" And I'm going, "Oh. Well, I didn't think he was that sick." Like ... (laughs) You 
know, like, uh, it's a stroke, yeah, but his whole right side was, um ... what they called 
'weakened'. –Karen (family/friend caregiver) 
Family/friend caregivers felt their inclusion in goal-setting would allow them to more accurately  
represent and communicate realistic goals and ideas more aligned with the preferences and  
abilities of the care recipient. One family/friend caregiver spoke about her husband’s experience  
as a result of her advocacy: 
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 He was able to enjoy his kids all summer. We were able to get away. And that's the 
purpose of it. So he might have another year. He might have another five. But those one 
year or that five to be as good as could make it without judgment ... so the odd time I do, 
uh, I do get, uh, a caregiver…it's your age, what the heck? You're going to be gone soon, 
so I'm not going to help… we'll get that. You know. And then they get mother bear 
coming out of her cave, you know, sort of thing. –Hazel (family/friend caregiver) 
According to this participant, the ideal world would mean that this proactive approach would 
become usual practice and not require constant advocacy by family/friend caregivers. To 
decrease ageism and foster more proactive goal-setting, participants felt that point-of-care 
providers would need to talk ‘with’ older adults and family/friend caregivers instead of ‘at’ them. 
One older adult shared his positive experience of goal-setting when point-of-care providers used 
conversational versus instructive care planning: 
 So, that's one of the key things that, honestly, I would give them 100% because in fact 
they wanted to know what are my choices and why are those choices important and so 
on. Uh, that's very important for the individual. It's not to say, "This is what we deliver. If 
you like it, you can take it. If not, tough bananas." Um, it's not ... healthcare is not about 
that. Healthcare is about the individual. Uh, and you have to come to understand that by 
taking that history and then sharing it –Joe (older adult) 
 
He and his family/friend caregiver felt very strongly that this interactive dialogue allowed point-
of-care providers to see beyond his age, treat him as an individual with capabilities and define 
corresponding goals.  
6.4.2 Relational Communication Involves Two-Way Information Sharing  
 Older adults and family/friend caregivers stressed the importance and need for more two- 
way information sharing in order to establish a pattern of communication built on a relationship 
between the older adult and the point-of-care providers in a way that would support goal-oriented 
care. One family/friend caregiver named John shared his frustrating experience trying to engage 
point-of-care providers in this manner: “Um ... they suffer from ... at least one major problem ... 
And from my perspective, it's highly important. That is, they do not communicate, or if you 
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attempt to communicate, I get the feeling you're being ignored.” Older adults and family/friend 
caregivers agreed that the most substantial change had to come from point-of-care providers 
knowing and using personal history, needs and background information in care planning. One 
older adult talked about some care providers respecting his desire to read information once they 
knew about his previous profession:  
 Uh, sometimes they do. We'll- We'll talk and they'll ask me questions about my previous 
work. I was a reporter and photographer with, uh, the old [name] newspaper office here. I 
was there for 12 years, and, I guess, that's where I ... No, I always liked books. And, uh, 
they sometimes ask me about- about my work at the [newspaper office] –Jack (older 
adult) 
In terms of a solution to realize this change, older adults talked about providers having a more 
holistic view of the care situation when planning and providing care. One family/friend caregiver  
had worked as a personal support worker prior to retirement and described how building 
relational communication through information-sharing was an ideal approach:  
 And- and, kind of, a- as time went on if I was with the same person, uh, I would like ... 
there'd be time to, kind of, form some type of a relationship with them and- and it was 
more of a one-on-one basis and so ... And they would ... We would talk. They would tell 
me things, and- and I would, sort of, take that back with me and- and put it up here.—
Penny (family/friend caregiver) 
Another family/friend caregiver recommended that point-of-care providers use a personal 
biography sheet to record and share information to support a holistic approach: 
Oh, God. Wouldn't that be wonderful? A little bio sheet, okay. What did this man do for a 
living? How many children does he have? Does he have grandchildren? Where were you 
born? Do you speak two languages? What are your skills? You have hobbies? What 
religion are you? Are you religious?—Hazel (family/friend caregiver)  
 
According to older adults and their family/friend caregivers, a key strategy for realizing the 
solution of uncovering a holistic picture of care requires building trust and understanding with 
older adults and family/friend caregivers:  
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And, uh, uh, it's like, a bit of a bonding like, you know, that, uh, you'll ask them how their 
children are and, when you've had a blood test or something, they'll say, how did that go 
or something, you know? –Janice (older adult)  
A family/friend caregiver talked about this type of bonding between her husband and his care 
providers: 
 Um, so it's, um, I glimpse into what my husband, like, some of the workers are really 
good, and they'll, they visit with him as they're doing their work. And, uh, and I hear a 
laughter coming from the bedroom when they're, you know, getting him ready for 
breakfast and that kind of thing and, or, you know, tell about their   family or a holiday or 
experience, and they really engage with him. –Sue (family/friend caregiver) 
This caregiver was very adamant that this type of relational communication puts everyone at ease  
in the care planning situation, and brings some humanity and reality into the goal-setting process  
through balancing clinical and non-clinical information sharing.  
6.4.3 Doing ‘With’ Instead of Doing ‘For’ Promotes Participation  
 Older adults and family/friend caregivers expressed their ideas about care planning being 
more participatory if point-of-care providers do care activities ‘with’ older adults rather than 
‘for’ them. One older adult name Lois expressed her attempts to be more independent in her bath 
routine: “Like they'll bath me if I want them to bath me, but I, I usually don't, I usually like to do 
it myself…But I ask them to stay just in case I fall or something. In the bathtub.” According to 
participants, a key change to support more participatory care would be for providers not to 
assume that aging at home necessarily means growing more inactive. One older adult shared her 
experience of requesting assistance and being met with a response that assumed she did not want 
to be involved in the activity herself: 
 And I said was there ever, was there any way that I could have somebody help me with 
my grocery shopping? And he said 'Oh, yes, you, they have this, uh, you give them a list 
and they go out and shop and they bring it back and, uh, you pay for it.' But, that's not 
helping with my grocery shopping, that is just grocery shopping. –Doris (older adult) 
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Older adults and family/friend caregivers felt that participatory goal-setting in geriatric home  
care would allow point-of-care providers to support older adults and family/friend caregivers to  
be as independent as possible. One older adult named Janet discussed her desire for more  
dialogue in the re-assessment process she undergoes every six months with her home care  
provider, sharing that there is an assumption made that they will continue to bathe her and make  
her bed regardless of changes in her needs or preferences: “No, they don't ask how I am, is there  
anything I would like, but just that they know that I get washed and the bed made. And they  
emphasize the sponge bath, and I said, "Yes, I know, I do not have a shower."” Participants felt  
that a strategy for achieving this outcome of more participatory goal-setting would be for  
providers to trust older adult/ family/friend caregiver opinions, suggestions and understanding  
of their own limits. For example, one older adult shared: 
 Although, in some ways, they limit what I want to do. Like I get into the bath, I say, "Let 
me sit down and put my legs in myself." That's going to take some training, because they 
want to do it. That type of thing…'Cause they're afraid I'll fall, whereas I'm the one that 
knows whether my balance is good or not. –Gail (older adult)  
A family/friend caregiver also shared her experience in listening to a point-of-care provider’s 
advice against her own judgment and the poor outcome it led to: 
 An occupational therapist came in and said, "You're pretty wobbly on your feet. You 
really should have a walker." Because he was, a little, you know, he's got a cane. So all 
right, [name] gets the walker. Well, it's been horrible. Because you start walking bent 
over, and he's so bent over now he can't stand up straight. And even his neck is down like 
this, so he has to go like this, all from the walker. –Hazel (family/friend caregiver)  
This family/friend caregiver felt that had she been heard, her husband could have continued to  
use his cane and rebuilt his walking ability with participatory rehabilitation.  
6.4.4 Collaboration is Easier When Older Adults/ Family/Friend Caregivers Lead the Way 
Older adults and family/friend caregivers discussed the reality that in a home-care setting, 
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collaboration with point-of-care providers is easier when they are able to lead the way. One  
family/friend caregiver expressed her desire for providers to accommodate her priorities as a  
result of her more dominant role in care: 
 Um, the priorities here are to just get through a day and put a decent meal on the table 
once a day and meet his needs because, um, I don't know that they ever stop to think that, 
you know, "She's here, uh, 21 hours a day with no help. We're only here three hours a 
day," and, um, you know, if he needs help through the night, guess who's it, you know? I 
am. –Sue (family/ friend caregiver) 
According to participants, providers should recognize the right of older adults and family/friend  
caregivers to direct and control the care in their own homes. One older adult discussed her  
efforts: 
 Yeah, I know. The one I have, she's a person that really ... The warmth affects her a lot. 
She sweats a lot, so she'll come in the house, and I'm the one that needs it warmer, she'll 
just open all the windows. And I've told her several times, "It's my house. I will tell you." 
Now I did have that into her head, (laughs) now she's starting to do it again. –Gail (older 
adult) 
Participants shared that more collaboration in geriatric home care planning would involve shared 
decision-making. For example, one older adult discussed a decision not to undergo suggested  
treatment after discussion with all of his care providers:  
 Uh, I'm diabetic. My heart's a lot better than it was when I had the heart attack. And, uh, 
I'm getting close to, uh, I have kidney disease and the doctor is getting me closer to the 
time where I might have to go on dialysis. I'm- I'm not gonna go on that because I'm 85, 
uh, I've done everything I've ever wanted to do in my life, and there's no reason why I 
would want to sit for so many hours and so many days watching my blood go out into a 
machine and back in. –Jack (older adult) 
This ideally collaborative approach would require provider flexibility to tailor care activities to 




We did get a dietician that was wonderful, that said, "I'm not going to read you the riot 
act on," said, "What will you eat? Let's work with that." And so we found things that he 
will eat, and so they're in his diet. You know. What is it? Yeah. How can we work with 
you instead of getting you to fit into the system? –Hazel (family/friend caregiver) 
 
Another family/friend caregiver described an ideal approach to a smoking cessation plan for her 
mother who had unique needs due to dementia: 
 So, I said, "That's not an option, but instead of smoking two cartons in a month, can we 
cut it down to one? Can we at least try to figure out something. I don't want a miracle. I 
don't wanna take the last thing ..." That's the last thing she has, and I ... I don't wanna kill 
her with it, but I've taken everything from my ... in my mom's eyes, I've taken everything. 
–Margaret (family/friend caregiver) 
This family/friend caregiver strongly commended the provider for open-mindedness and  
flexibility to meet the needs of the unique care situation.  
6.5 Discussion 
Older adults and their family/friend caregivers shared a range of ideas for improving 
person- and family-centred goal-setting in geriatric home care based on their lived experiences 
and expertise. Participants identified that seeing beyond age, relational communication, doing 
‘with’ instead of doing ‘for’, and collaboration were key enabling factors of respect and dignity, 
information-sharing, participation and collaboration in the care planning process. Older adults 
and family/friend caregivers want to be actively engaged in dialogue during care planning to 
ensure that their preferences, needs, and personal history are applied in designing a care plan that 
promotes their participation at a level they choose and that is conducive to their personal 
environment. 
 Ageist stereotypes and discrimination against older adults have been cited as significant 
barriers to health equity for this population in terms of both quantity and quality of care and 
related health outcomes (Wyman, Shiovitz-Ezra, & Bengel, 2018). Ageism can take place at 
different levels in the health care system, with micro (personal) level ageism involving the 
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attitudes of individual providers, ageist communication styles and decision-making about care 
and macro (system) level ageism involving health care funding structures, policies and training 
of professionals (Wyman et al., 2018). At the micro level, a recent study found that ageist 
communication can emerge across disciplines due to limited provider self-awareness, with 
providers gravitating towards the simplest options and not being able to relate to older adults as 
individuals (Ben-Harush et al., 2017). Adopting the solutions-focused approach to ageism that 
emerged from the current study would include decreasing provider assumptions about sight, 
hearing and cognition and focusing on capacity and reactivation. Participants identified that 
talking with older adults and their family/friend caregivers has the potential to address the main 
ageist challenges at the micro level of home care in practical ways.  
 Relational communication builds empathy for older adults’ unique care situations and 
incorporates this empathy into care planning (Eton et al., 2017; Mercer, Maxwell, Heaney, & 
Watt, 2004) The communicative and interpersonal skills of providers have been coined and 
measured in the literature as health care provider relational quality (HPRQ) (Eton et al., 2017). In 
measuring HPRQ, patients’ choices of the following statements were found to be positively 
correlated with increased self-management ability: "my healthcare provider spends enough time 
with me"; "my healthcare provider listens carefully to me"; and "I have trust in my healthcare 
provider" (Eton et al., 2017). Similarly, another validated measure of the quality of one-on-one 
interactions between point-of-care providers and patients called the consultation and relational 
empathy (CARE) measure includes “letting you tell your story”, “being interested in you as a 
whole person” and “explaining things clearly” as key indicators of a positive therapeutic 
relationship (Mercer et al., 2004). These findings are aligned with the results of the present 
study, which suggest that building trust and understanding among providers, older adults and 
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family/friend caregivers is a key strategy for providers to acquire increased awareness of 
personal needs, history and background. 
 Promoting increased independence and restorative care is a trend in current home care 
provision to help older adults retain, regain or gain the skills they need to function in their 
everyday lives as independently as possible and to increase quality of life (Aspinal, Glasby, 
Rostgaard, Tuntland, & Westendorp, 2016; Tessier, Beaulieu, McGinn, & Latulippe, 2016). 
Unfortunately, the processes of mutual goal-setting for reablement and for designing and 
delivering these customized care activities is largely undescribed in the literature (Legg, 
Gladman, Drummond, & Davidson, 2016). The current study suggests that a reablement type of 
approach could be achieved through goal-setting practices where point-of-care providers make 
fewer assumptions about the sedentary nature of older adults and promote independence in 
planning care activities that take into account older adults’ and family/friend caregivers’ 
interpretations of their abilities and limits.  
 Enhanced collaboration between older adults, family/friend caregivers and health care 
providers has often be recommended in literature exploring their experiences delivering and 
receiving care (Giosa et al., 2014; Toscan et al., 2012; Toscan et al., 2013), yet few studies have 
explored the specific activities required by point-of-care providers to support this outcome. A 
recent qualitative study found that there is great disparity between providers’ and older adults’/ 
family/friend caregivers’ impressions of their collaboration in the care planning process, with 
providers citing a much higher perceived collaboration than the other groups (Ploeg et al., 2017). 
This study goes on to recommend that providers should apply person- and family-centred 
approaches that involve “listening to and acting on the voices of older adults and family 
members” (Ploeg et al., 2017, p. 13). The findings of this study are aligned and suggest that 
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providers can facilitate enhanced collaboration by encouraging older adults and family/friend 
caregivers to direct and control the care environment, participate in shared-decision making and 
then tailor care activities based on preferences that they express to be important.  
6.5.1 Strengths 
 Strengths of this qualitative study include the use of a solutions-focused approach to 
actively engage older adults and family/friend caregivers in developing ideas for change, 
extending current knowledge beyond documenting older adults’ and family/friend caregivers’ 
experiences. Another key strength of this approach is that ideas for change, solutions and 
strategies emerged based on lived experiences of individuals who are well-accustomed to 
existing structural and systemic barriers and therefore applying these ideas in current practice 
should be feasible.  
6.5.2 Limitations 
 This study may be limited since recruitment of participants took place within only one of 
the 14 health regions (LHINs) in Ontario. However, saturation was reached with this sample, 
which included a balance between older adults and family/friend caregivers and represented a 
broad range of ages, health concerns, urban and rural dwellings and relationships between 
caregivers and care recipients. The study participants also lacked ethnic diversity, mainly due to 
requirements for participation in English only. Further, there was no direct member-checking of 
the emergent themes; however, the findings were validated and applied in a follow up co-design 
workshop on integrated care with older adults, family/friend caregivers and health care providers 
(see chapter 7). 
6.6 Conclusions 
 According to participants, person- and family-centred goal-setting would be better 
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supported by providers who take time to see beyond age, engage in relational communication, 
facilitate participatory goal-setting and collaborate more effectively. The changes and solutions 
suggested by older adults and family/friend caregivers in this study are consistent with 
recommendations for applying person-and family-centred care in recent literature and extend 
current knowledge by offering tangible strategies that can be tested in geriatric home care goal-
setting practice.  
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CHAPTER 7: AN IMPLEMENTATION FRAMEWORK FOR 
INTEGRATED GERIATRIC CARE PLANNING AT THE POINT-OF-
CARE IN HOME CARE 
  
7.1 Abstract  
Background 
Within the current context of citizen engagement, person- and family-centred care and people-
powered health, the health services research landscape is shifting from one that views academic 
researchers and health care professionals as “experts” to one that values and prioritizes the lived 
experiences of system users and acknowledges shared expertise across all perspectives involved 
in developing solutions for positive system change. Within this changing context, traditional 
consultative research methods often fall short of truly engaging system users as partners in an 
action-oriented way. The purpose of this interpretation stage of the overall mixed-methods study 
on integrated care planning was to apply findings from phases one and two in the development of 
an implementation framework that represents what an integrated geriatric care planning approach 
looks like from the perspective of system users in home care.  
Methods 
A co-design workshop was held with older adults, family/friend caregivers and point-of-care 
providers using generative research practices from the field of service design. Findings from 
phase one (G-CAP survey) and phase two (solutions-focused interviews) of this research were 
applied in the development of four gamestorming activities, in order to creatively engage 
participants in discussing, designing and testing out novel ideas for improving geriatric home 
care planning during the workshop. Participants sat in small groups that included a mix of the 
different types of stakeholders and each group had a facilitator and a facilitator helper to work 
through the exercises with them. Participants completed a co-design feedback survey at the end 
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of the workshop to express their views on the experience. Immediately following the workshop, 
the main researcher (JG) held a debrief session with the facilitators and facilitator helpers and 
collected the notes, photographs and creative artefacts that emerged from each small group 
through the activities (e.g., worksheets, empathy/journey maps). Directed content analysis was 
applied to the data, which were organized according to the following implementation framework 
categories: 1) influencing factors; 2) strategies; and 3) evaluations. Survey data were uploaded 
into Microsoft Excel and descriptively analyzed using SPSS 20 software. 
Results 
Nineteen system users participated in the co-design workshop (n = 5 older adults, n = 9 
family/friend caregivers and n = 5 point-of-care providers). An implementation framework 
emerged that included three key influencing factors for integrated geriatric care planning at the 
point of care in home care: 1) inclusive assessment practices; 2) dialogue-based goal-setting; and 
3) flexible communication strategies.  Feedback on the co-design workshop experience indicated 
that participants felt very confident that their contributions would influence change (M = 4.07 on 
a 5 point scale where 1 = not at all and 5 = extremely) and would be very willing to participate in 
a future co-design session (M = 4.80 on a 5 point scale where 1 = not at all and 5 = extremely). 
Discussion 
Evidence suggests that inclusive assessment practices could be supported by the use of the 
Edmonton Frail Scale and RAI-HC data at the point-of-care to improve integration between 
service allocation and point-of-care planning in home care. There is a need to explore the 
development of a personal biography assessment tool to support participants’ wishes for more 
fulsome non-clinical background information about older adults to influence care planning. Goal 
Attainment Scaling, the Canadian Occupational Performance Measure and the concept of 
‘positive health’ could be explored for their potential to support the implementation of dialogue-
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based goal-setting at the point-of-care.  The Electronic Patient-Reported Outcome (ePRO) 
mobile application and portal, coupled with paper-based alternatives, could potentially support 
the implementation of flexible communication strategies. 
Conclusions 
Meaningful engagement of older adults, family/friend caregivers and point-of-care providers in 
co-design through gamestorming narrows the ‘know-do’ gap in knowledge translation. Geriatric 
care planning at the point-of-care that involves inclusive assessment, dialogue-based goal-setting 
and flexible communication strategies has the potential to improve the experience of integrated 
care and the integration between service allocation and care delivery. Next steps for this work 
include additional co-design workshops to further operationalize the solutions in the 




7.2 Background  
7.2.1 Citizen Engagement, Person-and Family-Centred Care and People-Powered Health  
The citizen engagement movement is growing at a rapid pace, with the internet and social 
media equipping individuals with information and enabling them to have an active voice in 
conversations, debates and problem-solving on important issues relevant to their individual 
needs, values and priorities (Alloway & Goldhar, 2018; Skoric, Zhu, Goh, & Pang, 2015).  In 
terms of health care, the person- and family-centred care and people-powered health movements 
have shifted the focal point of ‘expertise’ in health system design, delivery, research and 
evaluation from lying mainly with professional health care providers, senior health care leaders 
and academic researchers towards valuing, prioritizing and authentically including the lived 
experiences of health care recipients and their family/friend caregivers (Holroyd-Leduc et al., 
2016; Horne, Khan, & Corrigan, 2013; Maurits, de Veer, Groenewegen, & Francke, 2018). 
Citizen engagement in health care embraces the concepts of inclusivity, mutual respect and co-
design and within the context of health research and priority setting has demonstrated enhanced 
research quality, relevance and efficiency (Health Canada, 2015; Holroyd-Leduc et al., 2016).  
7.2.2 Engagement of Older Adults and Family/Friend Caregivers in Health Services Research 
Unfortunately, the engagement of older adults and their family/friend caregivers in health 
services research has been limited to date for a variety of reasons including, but not limited to, 
the challenge of reaching more vulnerable populations, the time it takes, and the requirements for 
special accommodations to make the engagement feasible for individuals participating (Holroyd-
Leduc et al., 2016). A recent realist review conducted in partnership with older adults revealed 
that their engagement in research and priority setting must be holistic to address individual 
needs, approachable in terms of the attitudes portrayed by researchers, flexible and adaptable in 
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method and expected outcomes, and include feedback loops and ways to share and discuss 
findings and next steps (McNeil et al., 2016). A key principle to successful engagement of older 
adults and their family/friend caregivers in health care research and planning is relationship-
building, where dynamic and responsive partnerships are authentically formed between 
participants and researchers (McNeil et al., 2016). Early involvement in the research process, 
communication, and the establishment of clear expectations have been documented as enabling 
factors for relationship-building between older adults and their family/friend caregivers and 
researchers (McNeil et al., 2016). It has been suggested that this partnership approach to 
engagement contributes towards a more integrated health care system, where power and control 
are shared and individuals are actively involved as co-producers of care instead of treated as 
passive observers (Ferrer & Goodwin, 2014). These strategies and recommendations are helpful 
in moving forward our understanding of what is required to meaningfully engage older adults, 
yet there is a need for greater understanding and further development of the practical methods, 
tools and techniques that support this type of work.   
7.2.3 Participatory Methodology  
 Traditionally in the research process, the findings, applications and recommendations that 
emerge from a research study are shared with system users and stakeholders at the end of a 
project through a process called ‘knowledge translation’, whereby researchers hand off the 
knowledge and responsibility for action to those who are most impacted by the findings (e.g., 
government decision makers, community service providers, patients, and families). While 
knowledge translation is still very much a part of research studies today, it has recently been 
criticized in the implementation science literature for reinforcing the ‘know-do gap’, which is the 
idea that the people who create the knowledge are separate from the people who use it (Jull, 
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Giles, & Graham, 2017). The ‘know-do’ gap is often responsible for poor and inefficient uptake 
of research findings and limited understanding of the impact the research has on changes in 
practice and policy (Jull et al., 2017). Therefore, simply including methods of ‘knowledge 
translation’ in a health services research study is starting to no longer be accepted as adequate, 
and does not align to the philosophies of person-and family-centred care, people-powered health 
or citizen engagement. Instead, knowledge co-creation is taking hold in the literature, where 
researchers and knowledge users work together in partnership to bring their unique expertise and 
context to research problems (Jull et al., 2017). Through engaging in a collaborative approach to 
finding and creating solutions, co-creation leads to findings that are more likely to be used in the 
health care system and have a better chance of making social impact (Jull et al., 2017). 
 Within the realm of health services research, two participatory methodologies have been 
cited to be consistent with a co-production approach, including integrated knowledge translation 
(IKT) and community-based participatory research (CBPR) (Jull et al., 2017). IKT emerged in 
the Canadian health research funder context and emphasizes a collaborative approach between 
researchers and knowledge users to co-create knowledge across the entire research process 
(Canadian Institutes of Health Research, 2015). However, the purpose of IKT is stated as 
“raising knowledge users’ awareness of research findings and facilitating the use of those 
findings” (Canadian Institutes of Health Research, 2015, p. 1). This statement about the purpose 
and intention of IKT methods raises questions about its alignment with co-production and 
authentic engagement principles. For example, the definition suggests that the purpose of IKT is 
to raise awareness and facilitate use of knowledge, not create it in partnership. This suggests that 
IKT methods still create an imbalance in power between researchers and knowledge users. 
CBPR, also referred commonly to as action-research or participatory action research, is strongly 
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rooted in social justice and has been defined by the Kellogg Foundation (1992) as a:  
collaborative approach to research that equitably involves all partners in the research 
process and recognizes the unique strengths that each brings. CBPR begins with a 
research topic of importance to the community, has the aim of combining knowledge 
with action and achieving social change to improve health outcomes and eliminate health 
disparities (para 2).  
In CBPR, it is essential that community members are involved in every stage of the research 
process, from problem naming, to developing the research plan, to implementation and then 
evaluating the outcomes (Jull et al., 2017). Further, there is a focus on addressing and 
minimizing inequities and power differentials in the CBPR methodology (Jull et al., 2017) . In 
health services research, a true CBPR approach is difficult to achieve, as research problems are 
often dictated or pre-described by funding bodies and granting agencies and many projects are 
intended to be multijurisdictional and not singular in terms of the community of focus.  
 Within the current context of health services research, the challenge becomes finding 
ways to engage system users in authentic co-production, drawing from parts of both the IKT and 
CBPR and other methodologies that are aligned with this philosophy and working within the 
funding and structural constraints of this research sector outlined above. One emerging 
methodology that is gaining traction in this regard is experience-based co-design (EBCD). 
Drawing on traditional design sciences (e.g., engineering, architecture, computer and graphic 
design) EBCD attempts to shift the focus away from consulting system users on their 
experiences to collaborating on the design of the ideal user experience (Bate & Robert, 2006).  
Focusing on experiences means placing less emphasis on the pursuit of objectivity and defined 
processes and outcomes and more emphasis on subjective stories and organic, iterative pathways 
to knowledge (Bate & Robert, 2006). Unfortunately, within the methodology of EBCD, health 
services researchers tend to gravitate to usual and comfortable qualitative methods including, but 
not limited to, key informant interviews, surveys, and focus groups when attempting to take on 
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this type of work. This is evidenced by the EBCD toolkit that is widely applied by researchers 
carrying out this methodology (The Kings Fund, 2018). The step-by-step tool-kit is fairly 
prescriptive and rigid, involving video-taped interviews, and feedback groups (focus groups) that 
separate and join together the various stakeholder groups (The Kings Fund, 2018). Another area 
of the design sciences, not referenced in EBCD, is service design. Service design is grounded in 
the ideology of collective creativity, which is premised on the fact that when people come 
together, individual creativity is boosted and the breadth, quality and number of ideas brought 
forward are exponentially greater than if people are asked to provide input on their own, 
particularly when the group that is brought together is diverse (Sanders & Stappers, 2012). 
Generative research methods are applied in service design, which involves thinking beyond what 
people say (e.g., focus groups), and do (e.g., observation) to honing in on what people make 
(Sanders & Stappers, 2012). Focusing on what people make is an essential element in the service 
design process that sets generative research apart from other participatory methods. Having 
people participate in a creative activity allows them to express themselves and their ideas in a 
different way (Sanders & Stappers, 2012).  
7.2.4 Research Objectives for Interpretation Phase  
To meet the objective of developing an implementation framework for a new integrated 
geriatric care planning approach at the service provider level in Ontario home care, the final 
question to be addressed was: What does an integrated geriatric care planning approach look 
like to system users (older adults, family/friend caregivers, point-of-care providers) in Ontario 
home care? In the interpretation phase of sequential transformative mixed methods research, the 
researcher traditionally brings together the qualitative and quantitative data to draw overall 
conclusions from the study (Creswell et al., 2003). However, as this research study applied a 
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pragmatic theoretical perspective through a lens of collective creativity, it would not have been 
sufficient to complete the interpretation phase without involving older adults, their family/friend 
caregivers and point-of-care providers. As such, the researcher applied generative research 
practices from the field of service design to hold a collaborative co-design workshop in order to 
complete the interpretation phase of this research, which relied on a combination of activities 
around what people say, what people do, and what people make (Sanders & Stappers, 2012).  
7.3 Methods 
7.3.1 Gamestorming  
 ‘Gamestorming’ was used to carry out the co-design workshop and uncover the key 
components for a new approach to geriatric care planning in home care (Gray, Brown, & 
Macanufo, 2010). Gamestorming is a holistic collaboration approach, comprised of interactive, 
hands-on game-style activities that enable anyone to participate in the co-creative process (Gray 
et al., 2010). By focusing on what people say, what people do and what people make, 
gamestorming allows participants to temporarily suspend themselves from reality and enter into 
an alternate safe and creative space where “players can engage in behavior that might be risky, 
uncomfortable or even rude in their normal lives” (Gray et al., 2010, p. 1).  In generative 
research, the goals of the gamestorming are “fuzzy”, meaning that they create a framework for 
exploration, experimentation, trial and error and cannot be known precisely in advance (Gray et 
al., 2010; Sanders & Stappers, 2012).  This was aligned with the aim of the interpretation stage 
of the present study, which was for the elements of the implementation framework for integrated 
geriatric care planning in home care to emerge from stakeholder collaboration as opposed to 
being pre-prescribed by the literature and the researchers’ interpretations.  
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7.3.2 Workshop Preparation  
 Findings from the G-CAP survey with point-of-care nurses, OTs and PTs (phase one) and 
the solutions-focused interviews with older adults and family/friend caregivers (phase two) were 
applied by the researchers in choosing the gamestorming activities and developing the materials 
to support these activities in the co-design workshop.  
Activity #1- Frame the Problem  
The G-CAP survey findings in phase one of this study revealed that point-of-care 
providers have both common and unique needs for information within and across disciplines 
during care planning. Point-of-care providers’ reliance on observation and interview skills over 
the use of standardized assessment tools also emerged in phase one data. Finally, the G-CAP 
survey results indicated that point-of-care providers have a positive perception of holistic 
assessment practices and their participation in collaborative goal-setting. To build on and expand 
these quantitative findings, researchers felt it would be important to ask older adult and 
family/friend caregiver workshop participants to elaborate on the information they would most 
like providers to know about them. Similarly, it would be important to understand the specific 
information point-of-care providers would most like to know (e.g., during their observations and 
interviews) about older adults and their family/friend caregivers.  
To facilitate the collection of this information, the first gamestorming activity was 
designed around a warm-up game called “frame the problem”. This game is meant to help 
everyone come to a common understanding of the problem at hand and sets the stage for the 
challenge of designing a solution (Gray et al., 2010; p.90). With this purpose in mind, the 
researchers developed the “My Top 5 Things” gamestorming activity (Appendix L). For this 
activity, a worksheet was created to allow participants to first choose the perspective they were 
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bringing to the discussion (older adult patient, family/friend caregiver or point-of-care provider). 
Next, the worksheet was designed to ask participants to brainstorm and list/draw the five most 
important pieces of information they would want point-of-care providers to know about their 
care situation, or the five most important things they as point-of-care providers would want to 
know about the care situation. In addition, the worksheet included space where participants could 
elaborate on why this information was important to them for their role in care. The worksheet 
was intended to support an interactive discussion among participants following the independent 
brainstorming to share similarities and differences across perspectives.  
Activity #2- Empathy and Journey Mapping 
The solutions-focused interviews with older adults and family/friend caregivers revealed 
four key themes for improvement in integrated geriatric care planning in home care: 1) seeing 
beyond age enables respect and dignity; 2) relational communication involves two-way 
information sharing; 3) doing ‘with’ instead of doing ‘for’ promotes participation; and 4) 
collaboration is easier when older adults/ family/friend caregivers lead the way. To build on and 
expand these qualitative findings, researchers felt it would be important to ask workshop 
participants to engage in interactive discussions around a home care story that elucidates these 
themes and to discuss the opportunities for solutions within the context of the home care 
environment.  
To facilitate the collection of this information, researchers designed an activity based on 
the gamestorming activities of “empathy mapping” and “journey mapping”. The purpose of 
empathy mapping in this context was to build a sense of understanding among participants who 
come to geriatric care planning with different lenses and to think about what might be common 
experiences for all and what might be unique to each person’s role (Gray et al., 2010, p. 65). 
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With these purposes in mind, researchers developed the “Peter’s Story” gamestorming activity. 
Researchers applied the findings from the solutions-focused interviews to develop a series of 
“personas” or case studies to use in the activity (Appendix M). The personas were based around 
the fictional home care experience of an older adult named Peter. To provide a holistic view of 
Peter’s care situation, researchers not only developed Peter’s persona, but also additional 
personas for his family/friend caregiver (his wife Rebecca), his personal support worker (PSW) 
(Simon), his nurse (Margaret), his occupational therapist (OT) (Cynthia) and his physiotherapist 
(PT) (Michael). These personas included a picture of the fictional characters as well as details on 
their age, home status, occupation, family situation, personal health, personal goals and a short 
description of their background and how they came to be involved in Peter’s care story. All 
persona descriptions ended at a point in Peter’s story where he is about to receive his first home 
care visit. The researchers’ intention was for the personas to be read aloud during the activity and 
for each workshop participant to take on a persona different from their own perspective that they 
could represent in the journey mapping component of the exercise.  
Journey mapping in the present study context was intended to allow participants to apply 
empathy in order to visualize and vocalize the holistic process of geriatric care planning from a 
service perspective (Stickdorn & Schneider, 2012).To support the journey mapping component 
of the exercise, researchers created a series of seven different scenario cards representing 
individual days over a two week period of Peter’s home care experience. Each card provided 
information on both the activities and actions of the players involved in Peter’s home care that 
day as well as a description of the overall emotions being felt by Peter, his family/friend 
caregiver and his point-of-care providers. The scenario cards were created to probe key tensions 
around assessment and goal-setting that emerged from the G-CAP findings (phase one) and the 
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solutions-focused interviews (phase two) including multiple assessments by different providers, 
limited communication and lack of information-sharing (Appendix N). Researchers also 
developed a large worksheet called “Planning for care at home” to support this exercise. Using 
the scenario cards as key touchpoints in the geriatric care planning experience, the activity was 
designed to allow participants to use descriptions and pictures to walk through the ideal user 
experience including what is happening, who is involved, what information, tools and resources 
are required, and what outcomes (e.g., emotions) are desired, and to map these on to the large 
worksheet (Appendix O).  A set of colour-coded “tiles” was also developed as prompts that 
participants could use to participate in the mapping exercise. These prompts emerged directly 
from data collected through the G-CAP survey (phase one) and the solutions-focused interviews 
(phase two) and included examples of the types of information needed about older adults (red 
tiles) and family/friend caregivers (green tiles) and the tools and processes suggested for 
improved information-sharing and communication (purple tiles) at the point-of-care (Appendix 
P).  
Activity #3- Prototyping 
 The findings from the G-CAP survey (phase one) and solutions-focused interviews 
(phase two) provided insight into both the weaknesses and bright spots of geriatric assessment in 
home care; the first two activities in the co-design workshop were designed to delve deeper into 
and expand on these findings with ideas for solutions and improvement. Aligned with the 
generative research focus on creativity and ‘making’ things, the researchers designed the third 
and fourth gamestorming activities for the workshop as prototyping exercises to start to 
operationalize and test the emergent ideas for improving geriatric care planning in home care.  
 To support prototyping within the context of the present study, researchers developed a 
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gamestorming activity called “Our best idea to improve geriatric care planning in home care”. A 
worksheet was designed to ask participants to sketch the best idea that they believed to have 
emerged from “Peter’s story” exercise (activity #2). Templates of a variety of different vehicles 
to support these sketches were produced (e.g., tablet, smart phone, binder, book) to help facilitate 
the creative process for participants (see Appendix Q). In addition to these sketches, the 
worksheet also included sections for participants to describe how their solution would be used, 
by whom, for what, when and how, during the time points of before the home care visit, during 
the home care visit and following the home care visit (See Appendix Q).  
Activity #4- Bodystorming  
 Findings from the G-CAP survey (phase one) and the solutions-focused interviews (phase 
two) indicated a disconnect between recommendations and best practices in the literature for 
geriatric care planning and point-of-care activities, suggesting barriers in terms of feasibility at 
the point-of-care within the context of current home care policies, funding arrangements, 
structures and tools. As such, researchers felt it would be important to engage workshop 
participants in testing out the feasibility of the ideas and prototypes that emerge through activity 
#3. An activity was developed to align with the gamestorming exercise of “bodystorming”, 
which is brainstorming done with the body and is grounded in the idea that people can figure 
things out by trying them out and acting them out (Gray et al., 2010, p. 59).  Researchers 
developed a worksheet to support this exercise called “Act it out: how would your best idea play 
out for Peter’s story?” (Appendix R). The worksheet was designed to allow participants to 
choose one of the seven scenario cards, indicate the ‘actors’ (personas) involved in the scenario 
and then to script the scene in terms of what is said between and done by the actors before, 
during and following the home care visit and most importantly, how their idea was applied and 
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used. The worksheet was designed to facilitate participants “trying out” their ideas in a role play 
exercise where they would be asked to talk through the experience of applying their new idea 
and describe what seems to work well, not so well, etc. This exercise was developed with the 
intention to help the group get closer to understanding how the key elements of geriatric care 
planning in home care would come together in the real world (Gray et al., 2010, p. 59).  
In addition to the specific worksheets and tools developed for each gamestorming 
activity, a variety of other creative materials was required at the workshop to provide participants 
with multiple ways for sharing their input throughout the day, including sticky notes, markers, 
paper, scissors, construction paper, glue and scissors. 
7.3.3 Workshop Implementation/ Data Collection 
To determine an appropriate sample size for a co-design workshop, several factors were 
considered, including the number of different types of stakeholders to be involved, the number of 
facilitators available and the types of activities that were to be carried out (Sanders & Stappers, 
2012). For this research study, the important stakeholders to include in the workshop were older 
adults, their family/friend caregivers, and point-of-care home care providers. A variety of 
facilitators were available to support the co-design workshop including members of the primary 
research team (JG and PH) as well as other researchers affiliated with the collaborating research 
groups involved in this study. The types of activities that were to be completed in the workshop 
either required participants to work in one large group or in several small groups. Taking all of 
these factors into consideration, it was deemed reasonable to recruit approximately 10-15 
participants for the workshop.   
Recruitment of participants took place within one of the 14 Local Health Integration 
Networks (LHINs) within Ontario, which are regional health authorities organized according to 
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geography. The recruitment strategy for older adult and family/friend caregiver workshop 
participants was two-fold. First, older adult and family/friend caregivers who participated in the 
solutions-focused interviews (phase 2) and had indicated their interest in participating in future 
phases of the work, were invited to participate. Additionally, the researchers worked with a 
contact at the community seniors’ association to distribute and post recruitment flyers around the 
community inviting participation in the workshop (Appendix S). To be eligible to participate, 
older adults had to be at least 65 years of age and either be currently receiving home care 
services or have had received home care services within the past five years. Family/friend 
caregivers had to self-identify as being the primary support person to an older adult who was 
currently receiving or who had received home care services within the past five years. 
Recruitment of point-of-care provider workshop participants took place through a single home 
care service provider agency through their service delivery centre within the specified LHIN. 
The primary researcher (JG) worked directly with the health services supervisor and the 
rehabilitation services supervisor at the site to invite various point-of-care providers to 
participate in the workshop. All types of point-of-care providers were invited to participate in the 
workshop, including but not limited to nurses, OTs, PTs, PSWs, dietitians, speech language 
pathologists and social workers. Interested participants contacted the primary researcher (JG) 
who provided additional information about the study and answered any questions they had. All 
workshop participants were provided with an information letter and were required to provide 
written consent to participate (see Appendix T). Participants were also invited to sign a photo 
release consent form (Appendix U) to allow facilitators to document the workshop activities 
using photography.  
As the activities were hands-on and interactive, the workshop took place in a local 
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community centre program room, which was carefully chosen to ensure that it would 
accommodate the various needs of participants (e.g., accessibility, adequate parking, central 
location, temperature control, adequate lighting, comfortable seating, proximity to washrooms). 
Participants were organized into three small groups; each sitting at their own table and including 
representation from each of the three different stakeholder groups. Every small group had a main 
facilitator and an additional facilitator helper to assist participants with the gamestorming 
activities. The primary researcher (JG) also acted as the overall facilitator during large group 
discussions and activities.  
The one day co-design workshop ran from 10:00 a.m. to 3:00 p.m. with several breaks 
and lunch included. A 10:00 a.m. start time was important to family/friend caregiver and older 
adult participants to accommodate morning care routines. The workshop began with a brief 
introduction and overview of the day provided by the primary researcher (JG) to the large group 
with a short presentation on phases one and two of the research study and the overall themes and 
data that had emerged. Next, the primary researcher (JG) outlined the “rules of play” for the day, 
including that all input and ideas would be valuable and that everyone would have the 
opportunity to be heard (Sanders & Stappers, 2012, p. 2). Participants then broke into small 
groups to participate in activities #1 and #2 before lunch and activities #3 and #4 after lunch. For 
activity #4, participants came back together as a large group to share and role play their 
developed scenes. At the end of the workshop, participants were asked to participate in a 
voluntary feedback survey on their co-design experience (Appendix V).  Facilitators and 
facilitator helpers took notes of their observations throughout the day and documented the 
outcomes of each activity by taking photographs and collecting the artefacts made by 
participants (e.g., empathy/journey maps) (Sanders & Stappers, 2012).  
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All staff participants were paid for their time and mileage to participate in the workshops. 
Older adults and their family caregivers were offered a $100.00 CAD honorarium in the form of 
a VISA gift card for their participation.   
7.3.4 Data Analysis  
Immediately following the co-design workshop, the primary researcher (JG) led a debrief 
session with the facilitators and facilitator helpers to discuss their initial overall impressions of 
the day, similarities and differences across small groups and standout themes that would 
contribute to the implementation framework for an integrated geriatric care planning approach in 
home care. The main facilitator also collected facilitator notes, photographs taken throughout the 
day, the various creative artefacts that were made by participants during the activities, and the 
completed co-design feedback surveys. Directed content analysis was completed on the various 
sources of data by the primary researcher (JG) using the key categories of an implementation 
framework according to Moullin et al. (2015) to guide the coding process: 1) influencing factors; 
2) strategies for implementation; and 3) evaluations of successful implementation (Hsieh & 
Shannon, 2005; Moullin, Sabater-Hernandez, Fernandez-Llimos, & Benrimoj, 2015). Data from 
the co-design feedback survey were entered into Microsoft Excel for analysis. Descriptive 
statistics were calculated using SPSS 20 software (IBM, 2007). 
7.3.5 Ethical Considerations 
This study received ethics clearance from the University of Waterloo Office of Research 
Ethics (ORE #19586 & #22251).  
7.4 Results 
7.4.1 Participants 
  A total of 19 participants took part in the co-design workshop, including older adults (n = 
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5), family/friend caregivers (n = 9) and point of care providers (n =5). All workshop participants 
were female. Two of the older adults, six of the family/friend caregivers and none of the point-
of-care providers had previously participated in the solutions-focused interviews. Four of five of 
the older adults lived alone. Four of the family/friend caregivers were spouses of older adults, 
three were adult daughters and two had other family/friend relationships to an older adult 
receiving home care services. Point-of-care provider participants included a nurse, occupational 
therapist, physiotherapist, dietitian and a social worker (see Table 7.1).  
Table 7.1 Co-design workshop participant characteristics 
Participant 
characteristics 





Interviewed n  
2 6 N/A 
Gender n Female: 5 Female: 9 Female: 5 
Other descriptors n Lives alone: 4 
Lives with spouse: 1 
Spouses: 4 






Social worker: 1 
 
7.4.2 Data from the Co-Design Workshop 
 The co-design workshop produced 40 completed worksheets (artefacts) from the 
gamestorming activities, and 53 photographs (see Table 7.2). The debriefing session also 








Table 7.2 Data from the co-design workshop  
 Worksheets Completed (Artefacts) Photographs  
Activity #1 16 13 
Activity #2 6 large sheets with 432 sticky notes/ 
colour-coded tiles  
18  
Activity #3 9 6 
Activity #4 9 16  
 
The artefacts collected from workshop activities included both text and pictorial data (see 
Figures 7.1a-d).  
     
Figure 7.1a Sample artefact from activity #1 
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Figure 7.1b Sample artefact from activity #2 
  




Figure 7.1d Sample artefact from activity #4  
7.4.3 Implementation Framework 
An implementation framework for integrated geriatric care planning in home care 
emerged from the data that included three major influencing factors: 1) inclusive assessment 
practices; 2) dialogue-based goal-setting; and 3) flexible communication strategies. These factors 
were supported by various strategies for implementation discussed in the workshop, including 
some specific recommendations about tools and technology to be explored. Finally, ideas for 
evaluation emerged through understanding ideal outcomes from the various participant 
perspectives (see Table 7.3). The sections to follow provide an explanation of the data that led to 















Strategies  Collaborative 
assessment by all point-
of-care providers using a 
common assessment 
tool(s) that integrate 
with the RAI-HC  
Point-of-care providers 
use observation and 
interview skills to co-
create and document 
realistic, meaningful and 
measureable goals with 
older adults and 
family/friend caregivers  
Everyone involved has 
equal and consistent 
access/ ability to update 
information on goals, 
progress and setbacks using 







• Short common 
assessment tool  
• LHIN-owned data  









• Online portal 
• In-home 
communication book 
• Common smart device  
• Application on tablet  
 
Evaluations  The information 
everyone needs 
The experience 
everyone wants  
Feeling part of a virtual 
team  
7.4.4 Inclusive Assessment Practices  
 Data from all gamestorming activities pointed to the need for assessment practices at the 
point-of-care to be inclusive of all perspectives including point-of-care providers, older adults 
and their family/friend caregivers. Activity #1 asked participants to list the five most important 
pieces of information they would want point-of-care providers to know or would want to know 
as point-of-care providers. Most of the important items listed by participants pertained to 
information that would lie with the older adult or family/friend caregiver and would be 
applicable to all point-of-care providers, irrespective of discipline. For example, almost all 
participants listed that point-of-care providers need to know about the older adult’s social 
support system, including family composite and dynamics, family/friend caregiver availability, 
financial situation/source of income and social and community networks. When asked why this 
type of information was important to them, participants wrote statements like: 
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“to be able to fill in the gaps/identify how best to support the patient” –point-of-care 
provider; 
“this helps me make appropriate recommendations and involve caregivers” –point-of-
care provider; 
“you can give more personal care and understand the patient better” –older adult; 
“when speaking to the patient you can incorporate some of their likes when caring for the 
patient” –older adult; and 
“it helps to have confirmation of what I am seeing” –family/friend caregiver. 
These statements indicate that participants see a benefit and value for the application of inclusive 
assessment practices in terms of seamless information, appropriate recommendations, 
personalized care and confidence level in their own abilities.  
In terms of strategies to support inclusive assessment practices, gamestorming activity #2 
revealed participants’ strong belief that point-of-care providers should participate in a 
collaborative assessment process where each provider would build on the previous providers’ 
findings during their first home care visit with an older adult. One of the scenario cards in this 
activity details the experience of an older adult and family/friend caregiver being asked about the 
same information multiple times by different providers. Participants were asked to discuss 
opportunities around this scenario card in terms of the collection of information. Participant 
responses across all three small groups (expressed anonymously on sticky notes) were indicative 
of the need for a simple, user-friendly and collaborative approach that integrates with what is 
being done for service allocation at the LHIN (e.g., the RAI-HC data). Some sticky notes read:  
  “one sheet with all professionals involved”; 
“one point of info that is easy to use and find”;  
“proper assessment…initial assessment done as team”; and 
“LHIN should gather and share [data] through in-person visit”. 
Participants felt strongly that this team-based approach to assessment would limit the need for 
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the older adult and family/friend caregiver in the scenario to tell their story multiple times.  
Activities #3 and #4 allowed participants to push beyond this general strategy of 
collaborative assessment to create and try out some ideas for tools and technology that could 
support this strategy. Three major ideas were co-created by older adults, family/friend caregivers 
and point-of-care providers specific to assessment. The first idea was for a short paper-based 
common assessment tool that would be kept in the home so that any provider could contribute to 
it and/or review it during their first home care visit. Important information identified by 
participants to be assessed by this tool included medication schedule, assistive devices, 
symptoms and major problems, therapeutic goals and safety concerns (see Figure 7.2a). Another 
idea that emerged through these activities was to apply “LHIN-owned” (RAI-HC) data more 
effectively. Participants shared that everyone involved in the circle of care should have access to 
a client’s file, which would prevent unnecessary duplication and redundant assessments. Further, 
participants felt that information at the point-of-care should be transmitted to the LHIN in order 
to ensure they continue to have updated and accurate information for service allocation purposes 
(see Figure 7.2b). The last idea about tools and technology for assessment that emerged through 
activities #3 and #4 was for the development of a personal biography sheet. Participants felt it 
would be important for point-of-care providers to work with older adults and family/friend 
caregivers to fill out a one page sheet with  non-clinical background information about the older 
adult including information on family, occupation, best memories, hobbies and interests and 
favourite foods, for example. Participants felt the biography sheet should be left in the home and 
for all point-of-care providers to look at it at the start of their visit to understand a more holistic 




Figure 7.2a Common paper-based assessment tool 
 




Figure 7.2c Personal Biography Sheet 
Participants discussed various ideal outcomes from an emotional perspective during 
activity #2 related to assessment practices, including the need to feel knowledgeable, confident, 
and able to meet the needs of the care situation. Looking across all activities, the following 
information emerged as necessary to everyone at the point-of-care:  
• Familial/social/financial supports 
• Safety/risks/medical directives  
• Overall cognitive status/ mood 
• Health history/primary concern 
• Personal history/interests 
• Members of the care team 
• Nutrition/meals/eating habits 
125 
 
• Hearing and vision 
• Medication  
According to participant contributions to the co-design activities, evaluating successful 
implementation of inclusive assessment practices at the point-of-care would require a measure of 
whether everyone involved felt like they had the information that they needed to confidently 
participate in the care situation.  
7.4.5 Dialogue-Based Goal-Setting 
 All gamestorming activities revealed data indicating that point-of-care goal-setting must 
be based on a conversation and ongoing dialogue between older adults, their family/friend 
caregivers and point-of-care providers. Going beyond just asking family/friend caregivers about 
information to asking them why the information is important to them in activity #1 prompted 
participants to explicitly list their goals in their reasoning. Statements from the worksheet 
included:  
 “I want a deeper understanding of my condition, of treatment outcomes” –older adult; 
“I want to stay in my apartment as long as possible” –older adult; 
 “It is important to me that he be safe while I was out running errands” –family/friend  
caregiver; and  
“It would give me time for my family” –family/friend caregiver. 
These statements indicate that participants were more than able to articulate their goals when 
information-gathering is approached in a way that encourages their participation and sharing.  
 In terms of a strategy to support the influencing factor of dialogue-based goal-setting, 
data from activity #2 revealed participants’ views that point-of-care providers should use their 
observation and interview skills to co-create and document realistic, meaningful and measureable 
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goals with older adults and their family/friend caregivers. One of the scenario cards in activity #2 
detailed the experience of an older adult pondering his goal to attend a classic car show that is 
unknown to point-of-care providers. Participants were asked to discuss opportunities around this 
scenario card in terms of goal-setting. Responses across all three small groups were indicative of 
the need for dialogue in the goal-setting process. For example, some sticky notes read: 
“goals in own words”; 
“patients values and goals”; 
“having a provider ask and listen to patients’ needs which may be non-medical”; 
“open conversations”; 
“listening and learning”; 
“sharing experiences”; 
“feeling heard and encouraged”; 
“what do you want to get out of this care?”; and 
“relationship/connection with health care provider”. 
Building relationships and trust through dialogue was expressed as important to participants 
through ensuring older adults and family/friend caregivers feel invited to share, feel heard and 
have the opportunity to indicate what success looks like to them in their care.  
 In terms of tools and technology that would support a dialogue-based goal-setting 
strategy, participants co-created three different ideas in the workshop through activities #2, #3 
and #4. The first idea emerged as an interdisciplinary binder that would remain in the home at all 
times and have separate tabs for each discipline of provider that is working with the older adult 
as well as a tab for older adults and family/friend caregivers. Participants felt that everyone 
involved in the circle of care should have access to client information from each discipline, 
including family/friend caregiver needs, and that progress notes could be created and left to 
ensure ongoing dialogue among the team (Figure 7.3a). The second idea that emerged was for a 
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whiteboard/ communication board in the home. Some participants felt that having a visual 
representation of the older adult and/or family/friend caregiver goals in the home would be 
superior to having them written in a book format where they may or may not be seen on a regular 
basis (Figure 7.3b). Another idea that emerged in terms of tools and technology to support 
dialogue-based goal-setting was the concept of a decision-tree or map that could support the 
goal-setting process. Participants felt that key considerations, questions and contacts could be 
included in this decision-tree to assist point-of-care providers, older adults and family/friend 
caregivers move from open-ended questions to sharing through discussion and ultimately to 
defining goals and supports (Figure 7.3c).  
 





Figure 7.3b Whiteboard communication 
 
Figure 7.3c Decision-making tree/map 
 In terms of evaluating the influencing factor of dialogue-based goal-setting, participants 
expressed through activity #2 some key emotional outcomes that could be achieved through this 
approach, including feeling empathy, trust, having clear expectations, feeling safe, being 
optimistic, motivated and feeling supported. According to participant discussions, all of these 
outcomes are relevant to each of the perspectives involved including older adults, family/friend 
caregivers and point-of-care providers.  Understanding these outcomes from each perspective 




7.4.6 Flexible Communication Strategies  
The need for flexible communication strategies among all individuals involved at the 
point-of-care emerged from the gamestorming activities as a key influencing factor for the 
implementation of integrated geriatric care planning in home care. Participants felt that the 
process of communication and information-sharing should be consistent, but that the method in 
terms of how the communication takes place should be adaptable to suit the needs of each unique 
care situation. Data from activity #1 revealed that all types of participants are not only open to 
communication with other members of the team, but feel that good communication practices can 
positively benefit their individual experience in terms of both receiving and providing care. 
Statements from activity #1 worksheets included: 
 “[they] can e-mail us, we look up new meds and procedures” –family/friend caregiver;  
“reduce my organizational challenges” –family/friend caregiver; 
 “essential to have access to a thorough medical assessment/history to provide good care 
and avoid having the client answer the same questions” –point-of-care provider;  
 “it is important for family to be close because they don’t feel they have been  
forgotten” –point-of-care provider; and 
“would like updates etc. health care providers need to share information” –older adult.  
Participants’ comments on the importance of communication were less focused on the actual 
vehicle of communication and more focused on the process and the outcomes of communication.  
 In terms of a strategy to support the implementation of the influencing factor of flexible 
communication strategies, participants vocalized the need for everyone involved at the point-of-
care to have equal and consistent access and ability to update information on goals, progress and 
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setbacks using a format chosen by the older adult and family/friend caregivers. One of the 
scenario cards in activity #2 detailed a physiotherapist coming into the home for the first time 
after the older adult had been on service for over a week and asking him many of the same 
questions he had already answered about his health status to other providers. When participants 
were asked to dialogue about opportunities around communication and information-sharing in 
this scenario, many different ideas for how to make the process more seamless emerged. For 
example, some sticky notes read:  
“multidisciplinary charting that patients and caregivers can access”; 
“clear writing or online”; 
“large print chart”; 
“skype among team”; 
“paper plan”; 
“electronic plan”; and 
“available electronically and in home”. 
There was consensus among participants that there is not one format of communication and 
information sharing that would work universally across all situations and therefore having the 
older adult and family/friend caregiver dictate the methods they were most comfortable with or 
most preferred would be most aligned to a person-and family-centred care approach.  
 Through activities #3 and #4, participants were able to co-create four different ideas for 
tools and technologies they felt would work best to facilitate communication among all members 
of the care team at the point-of-care, including older adults and family/friend caregivers. The 
first idea that emerged was for an online portal to be developed that could be updated with 3-4 
lines of information following every provider visit. Participants felt these 3-4 lines of 
information should be written in lay language so that it was understandable to any member of the 
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point-of-care team, including older adults and family/friend caregivers. Participants indicated 
that the online portal could also be supplemented by a one-page handout that would detail the 
members of the point-of-care team and their individual contact information for one-on-one 
communication (Figure 7.4a). The second idea that emerged from participants was for an in-
home communication book to be created where all members of the point-of-care team could 
record their observations of the care situation and review and act on the observations made by 
others (Figure 7.4b). The third idea that emerged through activities #3 and #4 was for everyone 
to be given a common smart device pre-loaded with the same software/programs for 
communication to ensure compatibility and consistency across members of the point-of-care 
team. Point-of-care provider participants felt that this would particularly help in situations where 
information-sharing barriers arise as a result of multiple provider organizations being involved 
and using different charting systems (Figure 7.4c). Lastly, there was an idea to develop a mobile 
application (app) that could be downloaded and used on a tablet. Participants described the app 
having both a charting and documentation function where information could be viewed, entered 
and updated by any member of the team, including older adults and family/friend caregivers. 
Participants also explained that the app could function as a conversation tool during a visit, 
where providers would show and explain the information they are adding to the app to ensure 




Figure 7.4a Online portal 
 




Figure 7.4c Common smart device 
  
Figure 7.4d Mobile application 
134 
 
In terms of evaluation of the influencing factor of flexible communication strategies, 
participants indicated that communication in home care most often had to be done remotely, 
whether by paper or electronic means, as there would be a rare occasion where all team members 
would be in the same place at the same time. Clear expectations around accountability and 
adequate time to participate in communication and information-sharing emerged as important 
facilitators. Another key element that emerged in terms of evaluation was the constant need to 
understand and reinforce that older adults, their family/friend caregivers and providers such as 
PSWs are recognized as important members of the care team. This need for virtual team 
communication emerged strongly in activity #2 in response to all scenario cards. Some sticky 
notes read: 
  “fam[ily] members recognized as care providers”; 
“PSWs as coordinators”; 
“defined roles for different members of the team”; 
“chain of accountability”; and 
“extra half hour per day for providers to read and share”.  
According to participant input, measuring successful communication at the point-of-care would 
require understanding whether everyone involved felt like they were part of and contributing to a 
virtual home care team.  
7.4.7 Co-Design Experience Feedback Survey  
 The co-design experience feedback survey revealed that all participants had an overall 
positive experience participating in the workshop. Participants mostly felt like they had the right 
information to participate in the discussions during the co-design activities (M = 4.17 on a 5 
point scale where 1 = not at all and 5 = always). They also felt very comfortable to share their 
experiences, ideas and opinions during the co-design session (M = 4.33 on a 5 point scale where 
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1 = not at all and 5 = extremely). Mostly, participants felt heard and understood (M = 4.61 on a 5 
point scale where 1 = not at all and 5 = always) and encouraged by the facilitators of the co-
design activities to share their ideas for improvement (M = 4.67 on a 5 point scale where 1 = not 
at all and 5 = always). Participants were very comfortable being separated into small groups for 
the workshop (M = 4.50 on a 5 point scale where 1 = not at all and 5 = extremely) and mostly felt 
that everyone in their small groups had an opportunity to participate in the discussions (M = 4.5 
were 1 = not at all and 5 = always). The empathy/journey mapping exercise (activity #3) was 
thought to be somewhat useful by participants (M = 3.92 on a 5 point scale where 1 = not at all 
and 5 = extremely). Participants were very confident that their contributions during the workshop 
would influence change (M = 4.07 on a 5 point scale where 1 = not at all and 5 =e xtremely) and 
indicated they were very likely to participate in another co-design workshop in the future (M = 
4.80 where 1 = not at all and 5 = extremely). Satisfaction with the organizational elements of the 
workshop was also high (M = 4.80-5.00 on a 5 point scale where 1 = not at all satisfied and 5 = 
very satisfied). A breakdown of co-design experience feedback survey results by participant 
group can be found in Table 7.4  
Table 7.4 Co-design feedback survey  
Survey item All 
participants 
(N = 18)* 
 
M (SD)  
(min-max) 
Older adults 
(n = 4) 
 
 




(n = 9) 
 








Right information to 
participate in discussions 








Comfort to share 
experiences/ideas/opinions  








































Extent everyone had an 

















































Satisfied with accessibility 



























Likelihood to participate 










*one workshop participant did not fill out a co-design experience feedback survey because they left the workshop a few minutes early  
7.5 Discussion  
 
 Co-creation with older adults, family/friend caregivers and point-of-care providers led to 
the development of an implementation framework for more integrated geriatric care planning in 
home care that detailed the influencing factors, strategies, tools, technology and potential 
evaluation methods that should be taken into consideration when operationalizing this approach 
in practice.  
7.5.1 Inclusive Assessment Practices 
 Comprehensive geriatric assessment (CGA) in home care highlights the importance of 
interdisciplinary team participation in the assessment, with each team member contributing their 
unique knowledge and skillset to a holistic view of an older adult’s needs (Ellis et al., 2011; Kay 
et al., 2017). Findings from the present study are aligned to this approach, but in the context of 
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improving integration, participants asserted that interdisciplinary assessment should supplement 
and build from an inclusive assessment process at the point-of-care. The term ‘inclusive 
assessment’ is new in the context of health care, but has strong roots in the field of education, 
where it is used to ensure the diverse learning needs and abilities of students are accommodated 
in the assessment process to maximize personal, social and academic growth (Keating, Zybutz, 
& Rouse, 2012). Participation in inclusive practices offers the “opportunity to solve 
psychological and social conflicts, experiment with new ideas, new relationships and new roles, 
which in turn facilitate active thinking skills, intellectual development and motivation” (Gurin, 
Dey, Hurtado, & Gurin, 2002; Kaur, Noman, & Nordin, 2017, p. 757). According to the results 
of the present study, inclusive assessment practices to promote integrated geriatric care planning 
in home care would require the initial assessment process and tool(s) to accommodate 
participation from any and all disciplines of point-of-care providers in addition to older adults 
and their family/friend caregivers. From this integrated approach to collecting information that 
everyone at the point-of-care needs, individual providers could then proceed with their own 
discipline specific assessments that would build on the initial inclusive assessment data.  
 In terms of what common assessment tool(s) to apply in an inclusive assessment 
approach, participants developed ideas for a short paper-based assessment tool, better use of 
LHIN-owned data (RAI-HC), and the need to collect more details on personal biography and 
history. When looking at the information that participants indicated was needed by everyone at 
the point of care, researchers noted a striking similarity to the information included in the 
assessment of frailty using the Edmonton Frail Scale (Table 7.5). There is no single accepted 
definition of frailty, but it is often conceptualized as a “multidimensional state of vulnerability 
arising from a complex interplay of biological, cognitive, and social factors” (Fried et al., 2001; 
138 
 
Perna et al., 2017, p. 2). The Edmonton Frail Scale is a short, multidimensional clinical 
assessment tool that has been demonstrated to be reliable and valid for use in both inpatient and 
outpatient care settings to identify frail older adults most at risk for negative outcomes (Rolfson, 
Majumdar, Tsuyuki, Tahir, & Rockwood, 2006). This measure is scored out of 17 and includes 
questions on cognition, general health status, functional independence, social support, 
medication use, nutrition, mood, continence and functional performance (Perna et al., 2017). In a 
study that investigated the performance of three different conceptualizations of frailty in the 
Ontario home care setting, the Edmonton Frail Scale was found to be a good predictor of 
negative outcomes for older adults (Armstrong, Stolee, Hirdes, & Poss, 2010). Researchers 
suggest that there is potential for the Edmonton Frail Scale to be used by non-specialists in home 
care as a brief clinical instrument for measuring frailty in older adults and by doing so, proactive 
measures and supports can be identified and targeted to these individuals to improve health 
outcomes at no additional cost (Armstrong et al., 2010; Markle-Reid et al., 2006). This evidence 
suggests that the Edmonton Frail Scale could be considered as a tool to support the 
implementation of inclusive assessment practices at the point-of-care for more integrated 
geriatric care planning.  
Table 7.5 Comparison of study findings to Edmonton Frail Scale 
List of information needed by 
everyone at the point-of-care 
from study participants  
Edmonton Frail Scale 
Familial/social/financial supports Social Support 
Safety/risks/medical directives  Functional Independence 
Functional Performance  
Overall cognitive status/ mood Cognition 
Mood 
Health history/primary concern 
Hearing and vision 
General Health Status  
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Personal history/interests  
Members of the care team  
Nutrition/meals/eating habits Nutrition  
Medication Medication use 
 Mood 
 Continence  
 
In terms of participants’ suggestions to better integrate point-of-care assessment with LHIN-
owned data from the RAI-HC, it is interesting to note that the study by Armstrong et al. (2010) 
referenced above used RAI-HC data to operationalize the Edmonton Frail Scale by selecting 
items in the RAI-HC that were comparable to the items in the Edmonton Frail Scale. This 
suggests that applying the Edmonton Frail Scale at the point-of-care could be done directly and 
collaboratively by the point-of-care team, if a RAI-HC has not yet been completed on a client (or 
will not be completed if a client is planned to be on service for less than 60 days) by the LHIN 
for service allocation. Alternatively, data from the RAI-HC could be shared with point-of-care 
providers in the format of an Edmonton Frail Scale score if it had already been collected by the 
LHIN for service allocation purposes. This type of approach could help to narrow the gap 
between assessment for service allocation and care planning purposes at the point-of-care in 
Ontario home care. The use of the Edmonton Frail Scale to support inclusive assessment 
practices will be an area for exploration in future stages of this research. One of the items that 
was recognized as important to participants that is not covered by the Edmonton Frail Scale is an 
assessment of older adults’ personal history and interests. The recommendation in the present 
study for the development of a personal biography sheet for use at the point-of-care as part of an 
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inclusive assessment process is reasonable, and should be explored in future phases of this work.   
 In terms of measuring inclusive assessment practices, evidence from the education 
context reveals that equal opportunity to participate in the assessment process has a positive 
impact on engagement, relationships, role clarity and problem solving (Kaur et al., 2017; Keating 
et al., 2012). Therefore, it would be valuable to assess whether everyone involved in the care 
team, including older adults and family/friend caregivers, felt that they had the information they 
needed to actively and effectively participate in care. One existing tool that could be explored in  
the evaluation of the influencing factor of inclusive assessment in older adults is the Patient 
Activation Measure, which assesses the knowledge, skills, beliefs and behaviours that an 
individual requires to manage a chronic illness or condition (Hibbard, Stockard, Mahoney, & 
Tusler, 2004). From a caregiver perspective, the Family Caregiver Preparedness Inventory could 
be explored as a measure of successful inclusive assessment practices (The Change Foundation, 
2016). This eight-item instrument is a self-assessment of family caregiver readiness for 
providing physical care, providing emotional support, coordinating home care services and 
managing stress (The Change Foundation, 2016). Lastly, point-of-care provider self-efficacy 
could be a measure of inclusive assessment practices. For example, a recent study demonstrated 
the ability to measure nurses’ knowledge and skill levels for quality dementia care using the 
Dementia Self-Efficacy scale (Hopkins, 2017).This scale could be developed to be more broadly 
applied across patient populations, or a new self-efficacy scale could be explored in future 
phases of this work.  
7.5.2 Dialogue-Based Goal-Setting 
 Shared decision-making between health care providers and patients has been cited to 
involve a clinical consultation where there is consideration of the options available and the risks 
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and benefits to the patient in the context of what is important to them in order to reach a mutual 
decision that is clinically appropriate and aligned to patient values (Butterworth & Campbell, 
2014; Lally, 2012). The findings from the present study are aligned to the process of shared 
decision-making, but focus on a more upstream interaction between older adults, family/friend 
caregivers and health care providers to link shared-decision-making to the goal-setting process, 
before treatment options are considered. This concept emerged in the implementation framework 
as the influencing factor of dialogue-based goal-setting, where point-of-care providers would 
engage older adults and family/friend caregivers in proactive discussions about their life goals to 
inform the care planning process. This is in line with recommendations from a recent study on 
home care communication where authors point out the need for providers to spend more time 
paying attention to older adults’ existential needs, rather than simply on bodily functions 
(Kristensen Dorte et al., 2017). In a study conducted by Shulman-Green et al. (2006), the authors 
explored the concept of goal-setting as a shared decision-making strategy among clinicians and 
older adults. It was revealed, however, that clinicians were not convinced that older adults were 
capable of participating in a dialogue about their goals, with one physician stating: 
when you actually do have that conversation on what the patient’s goals are, often you 
get a blank stare back. Well, if you’re the doctor, you know what is best, so I think in 
many ways having the awareness to bring up the topic is difficult, and then once you 
bring it up it’s not necessarily a dialogue (p.149). 
Further, clinicians within that study talked about providers lacking training on consideration of 
patient-driven goals. Another physician stated: 
it seems to me like when we talk about goals there are many different domains of goals, 
and that medical training ... [ focuses] on what the physicians’ goals should be. For 
example, with diabetes, we want a hemoglobin and such and such and there hasn’t been 
much focus on having that conversation of what the patient’s goals are (p.147). 
These findings suggest that clinicians may need support, training and resources to participate in 
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dialogue-based goal-setting at the point of care.  
The emergent strategy to support dialogue-based goal-setting in the present study was for 
point-of-care providers to use their observation and interview skills to work with clients and 
family/friend caregivers to set meaningful and measurable goals. Participants co-created the idea 
that a decision-tree or map could aid point-of-care providers in navigating these kinds of 
conversations and help to facilitate the goal-setting process. One goal-setting method that could 
potentially be adapted to support dialogue-based goal-setting at the point of care is Goal 
Attainment Scaling (GAS). GAS is a well-cited individualized outcome measurement technique 
that has been used with a wide variety of patient populations across the continuum of care for 
both research/evaluation and clinical/therapeutic purposes (Rockwood, Stolee, & Fox, 1993; 
Stolee, Zaza, Pedlar, & Myers, 1999). GAS has been used to evaluate patient-centred outcomes 
with the geriatric population in both institutional and home-based settings and with a wide range 
of health care providers including nurses, occupational therapists and physiotherapists (Hale, 
2010; Lannin, 2003; Rockwood et al., 2003; Rockwood et al., 1993; Stolee et al., 2012; Stolee et 
al., 1999). GAS allows clinicians to select multiple goals for a patient based on their unique 
health situation and concerns and then scale these goals on a five point scale to allow 
measurement of the degree of goal attainment over a specified amount of time. Further, the GAS 
method allows for the calculation of a standardized goal attainment score, which can be used to 
compare results across patient groups with different goals (Stolee et al., 1999). There have been 
reports of improved patient and family involvement in care planning in geriatric care settings as 
a result of using the GAS method, including using GAS to guide conversations with patients and 
families and helping patients to understand the progress they have made (Stolee et al., 1999). 
However, several barriers to using GAS have been cited in terms of understanding exactly what 
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process should be used to negotiate person-centred goals with patients and families and how to 
set these goals based on their specific needs and preferences (Hale, 2010). In one recent study on 
GAS in geriatric primary care, researchers cite the successful partnership between providers and 
patients in the development of person and family-centred goals, using the Canadian Occupational 
Performance Measure (COPM) as a way to identify patient needs, preferences and priorities in 
self-care, productivity and leisure activities (Toto, Skidmore, Terhorst, Rosen, & Weiner, 2015). 
The COPM is an outcome measure, designed to support occupational therapists in conducting a 
five-step semi-structured interview in order to assess individual, client-identified problem areas 
in daily function and produces both scores for satisfaction and performance (Law et al., 1990). 
The GAS method and the COPM measure could be explored in future phases of this research to 
operationalize the influencing factor of dialogue-based goal setting with older adults and 
family/friend caregivers.  
The concept of positive health could be also be explored in future research phases to support 
dialogue-based goal-setting at the point-of-care with older adults and family/friend caregivers. 
Positive health emerged in 2011 as a new definition of health that recognizes the reality for 
people to cope with various ailments as they age and therefore acknowledges health as a means 
to a meaningful life, rather than an ultimate goal in and of itself (Huber et al., 2011).  Positive 
health is defined as: “the ability to adapt and to self-manage, in the face of social, physical and 
emotional challenges” (Huber et al., 2016, p. 1). Within the concept of positive health there are 
four key pillars, including: 1) bodily functions; 2) mental well-being; 3) meaningfulness; 4) 
social-societal participation; and 5) daily functioning (Huber et al., 2016). A spider web 
assessment tool of the positive health pillars has been developed to support conversations 
between clinicians and patients in terms of what is most important to them. By asking patients 
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what they would most like to change and getting them to assign a numeric rating to each pillar, a 
visual representation or map of their goals for positive health can be created (Figure 7.5) (Huber, 
2018). Applying this tool at the point-of-care in geriatric home care has the potential to support 
meaningful dialogue between point-of-care providers, older adults and family/friend caregivers 
and support the integration of life goals into the plan of care.  
 
Figure 7.5 Pillars for positive health9  
 In terms of measuring successful dialogue-based goal-setting, co-design workshop 
participants’ input pointed to the need to understand individual experiences from the older adult, 
family/ friend caregiver and point-of-care provider perspectives. Currently in Ontario, the home 
care experience is measured through the Client and Caregiver Experience Evaluation (CCEE) 
survey (Health Quality Ontario, 2018). The CCEE was developed in 2009 and is a self-report 
                                                 
9 This figure was reproduced with permission of the lead author (see Appendix W) 
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measure of the experience of LHIN-funded home care services used for accountability, service 
provider performance management, public reporting and quality improvement (Health Quality 
Ontario, 2018). Currently, Health Quality Ontario, Health Shared Services Ontario and the 
University of Toronto are collaborating on the development of two new surveys of client and 
family/friend caregiver experience in home care to match the evolving acuity of services 
provided in the home care setting (Health Quality Ontario, 2018). There is an opportunity for the 
results of the present study to influence this work and help to ensure outcomes relevant to 
meaningful dialogue-based goal-setting are adequately captured in the new tools including 
empathy, trust, having clear expectations, feeling safe, being optimistic, motivated and feeling 
supported. In terms of measuring point-of-care provider experiences, a newly developed survey 
called the Provider and Staff Perceptions of Integrated Care Survey (PSPIC) could be explored 
in future research phases, which is a 21-item tool that covers the following topics related to 
dialogue-based goal-setting: 
• Communication in a way that patients understand; 
• Viewing patients as equal partners in care; and 
• Routine encouragement of patients to actively participate in setting goals (Derrett et al., 
2017). 
Modifications to the PSPIC tool to explicitly include the family/friend caregiver would need to 
be explored to align with the present study findings.  
7.5.3 Flexible Communication Strategies 
 The need for improved communication in the home and community care setting has been 
a longstanding recommendation in the health services literature, with providers wanting 
decreased information silos across disciplines and patients and families wanting better access to 
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their health information (Lyngstad, Hofoss, Grimsmo, & Hellesø, 2015; Pitsilldes et al., 2006; 
Toscan et al., 2012). The potential for information technology to improve communication in 
home care has been widely discussed, but under-developed and largely unrealized due to issues 
of compatibility, dual documentation, lack of buy-in and the need for more training and support 
(Koru, Alhuwail, Topaz, Norcio, & Mills, 2016; Lyngstad et al., 2015). Further, patients and 
families are often not explicitly included in the implementation of information technology 
solutions in health care, which tend to focus on enhanced communication among the clinical 
team (Koru et al., 2016; Pitsilldes et al., 2006). Findings from the present study are aligned with 
previous recommendations to optimize information technology to support communication at the 
point-of-care in home care but within the context of the influencing factor of flexible 
communication strategies. Co-design workshop participants stressed that the communication 
process itself should be the priority for standardization, supported by a variety of tools and 
technology offering the same communication functionality. Further, participants felt strongly that 
the vehicle of communication should be chosen by the older adult and family/friend caregiver to 
maximize their engagement and participation in an integrated care planning approach. Co-
created ideas for tools and technologies to support flexible communication strategies included an 
online portal, in-home communication book, common smart device and a mobile app on a tablet. 
 Recently, researchers at the University of Toronto developed the Electronic Patient-
Reported Outcome (ePRO) mobile application and portal and have tested its implementation in 
primary care (Hans, Gray, Gill, & Tiessen, 2018). The ePRO tool was created to support self-
management and guide care planning for complex patient populations with the following 
functions, which allow patients and providers to: 
• Collaborate on goal-setting; 
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• Input data, comments etc.; 
• Adjust health goals and monitor progress; and 
• Measure and report on standardized outcome measures. 
Primary care study patient participants were given common Samsung smartphones to access the 
ePRO app for the duration of the study and providers accessed the tool via a desktop portal 
(Hans et al., 2018). Findings suggested a heavy resistance by point-of-care providers to adopt the 
ePRO tool into their daily workflow practices, despite their acknowledgement that the app could 
enhance care planning and self-management for complex patients (Hans et al., 2018). Change 
management suggestions include enhanced education and training on the tool, better alignment 
and integration of the tool across other systems in place and the need to address privacy and 
liability concerns (Hans et al., 2018). A tool like the ePRO app could be explored in future 
research phases to support flexible communication strategies in the home as it aligns to 
participant suggestions around an electronic portal, common smart device and mobile 
application, but more consideration would be required around change management in the pilot-
phase of this work. Further investigation is also required to understand how an in-home 
communication book could mimic the functionality of an electronic tool for communication, 
should that be the older adult/family/friend caregivers’ preferred format.  
 In terms of measuring the successful implementation of flexible communication 
strategies in geriatric home care planning, participants’ input included finding a way to measure 
whether older adults, family/friend caregivers and point-of-care providers felt that they were part 
of a virtual home care team. One tool to explore in future phases of this research could be The 
Index of Interdisciplinary Collaboration (IIC). The IIC was developed to measure the self-
reported level of collaboration among professional health care providers and has been applied in 
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community palliative care settings with a wide range of providers (Bainbridge et al., 2015). The 
IIC contains questions pertaining to: 
• group commitment; 
• common goals/shared values; 
• perceived interdependence; 
• reciprocity; 
• respect; 
• shared risk/responsibility; 
•  trust; 
• communication; 
• information systems and materials; and  
• standardized assessment and monitoring of patient need (Bainbridge et al., 2015).  
This index could provide guidance in terms of future directions for developing a measure of 
participation in virtual home care teams, although more work is required to understand variations 
in measuring this participation from the older adult and family/friend caregiver perspectives as 
there is no existing tool that could be found that explores their participation in interdisciplinary 
teams.   
7.5.4 Strengths 
 The interpretation phase of the present study has several strengths. First, positive 
feedback on the co-design experience from all participants indicates that applying a generative 
research approach through gamestorming is an effective method for engaging older adults, 
family/friend caregivers and point-of-care providers in the co-production process. These findings   
build on recommendations in previous participatory design work with older adults for 
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researchers to engage care dyads in more design-oriented methods (Hwang et al., 2015). Further, 
focusing on what people say, what people do and what people make in the co-design workshop, 
resulted in tangible solutions that will help to close the ‘know-do’ gap in operationalizing the 
implementation framework for more integrated geriatric care planning in home care. Another 
strength of this research phase was the inclusion of multiple different types of providers 
including nurses, OTs, PTs, dietitians and social workers; whereas, the previous phases focused 
mainly on nurses, OTs and PTs. While PSWs did not participate explicitly in the workshop, 
activity #2 included both personas and scenario cards addressing the PSW role in care planning 
at the point-of-care. 
7.5.5 Limitations 
 Several limitations should be acknowledged for the interpretation phase of this study. 
First, the co-design sample was representative of only one of the 14 LHINs in Ontario and 
therefore cannot be considered representative of all older adults, family/friend caregivers and 
point-of-care providers participating in geriatric home care across the province. Further, as all 19 
co-design workshop participants were female, we cannot rule out the potential for a gender bias 
in the findings.  Researchers also acknowledge that the gamestorming activities could not be 
designed to incorporate the wide range of unique geriatric care situations that exist in real 
practice, and therefore the activities themselves and/or the facilitation of the activities may have 
influenced the findings.  
7.6 Conclusions  
Meaningful engagement of older adults, family/friend caregivers and point-of-care 
providers in co-design through gamestorming narrows the ‘know-do’ gap in knowledge 
translation. The implementation framework for geriatric care planning at the point-of-care in 
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home care that emerged from this study includes tangible solutions co-created by system users. 
Geriatric care planning at the point-of-care that involves inclusive assessment, dialogue-based 
goal-setting and flexible communications strategies has the potential to enhance the experience 
of integrated care and improve integration between service allocation and care delivery. Next 
steps for this work include additional co-design workshops to further operationalize the solutions 
in the implementation framework and develop a pilot-testing phase of these solutions in real 
home care practice. 
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CHAPTER 8: SUMMARY AND GENERAL DISCUSSION 
8.1 Thesis Summary  
 
Developing an integrated geriatric care planning approach in home care was a 
sequential transformative mixed methods study that applied a pragmatic research lens and an 
ideology of collective creativity (Creswell et al., 2003; Feilzer, 2010; Sanders & Stappers, 2008; 
Sanders & Stappers, 2012).  
Phase one of this study involved the development, psychometric testing and broad 
administration of the Geriatric Care Assessment Practices (G-CAP) survey tool with point-of-
care home care providers across Ontario. Findings revealed that clinical observation and 
interview skills are used far more frequently than standardized assessment tools and data at the 
point-of-care in geriatric home care. While participants were in agreement with holistic 
assessment, goal-setting and collaborative team practices, the current home care structure does 
not include processess and tools to support them in exercising these practices at the point-of-
care.  
 Phase two of this study involved solutions-focused key informant interviews with older 
adults and their family/friend caregivers to undrstand how care planning in home care could be 
re-oriented around their individual needs and preferences. Findings revealed that point-of-care 
providers could improve goal-setting at the point of care by: promoting respect and dignity 
through seeing beyond an individual’s age during the care planning process; facilitating two-way 
information sharing through relational communication that prioritizes personal history, needs and 
preferences; encouraging participation in care by taking a reactivation approach to care planning; 
and fostering collaboration by allowing older adults and family/friend caregivers to make 
decisions about the care environment in their own home.  
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 The interpretation phase of this research study applied generative research methods to 
conduct a co-design workshop with older adults, their family/friend caregivers and point-of-care 
providers. Building on the findings from phases one and two of this study, researchers designed 
interactive, hands-on gamestorming activities to engage stakeholders in the co-production of a 
new integrated geriatric care planning approach at the point-of-care in home care. An 
implementation framework emerged that included three key influencing factors for integrated 
geriatric care planning: 1) inclusive assessment practices; 2) dialogue-based goal-setting; and 3) 
flexible communication strategies. These influencing factors are supported by co-produced 
practical ideas for strategies, tools and technologies, as well as potential evaluation methods to 
determine successful implementation of the new approach.            
8.2 What this study adds to current literature                                                                       
Preceding chapters have discussed contributions to the literature for each stage of this 
research study, but several additional contributions of the overall research study should also be 
noted. 
Due to the growing acuity of health care services and interventions being delivered in the 
home, the focus of care planning in recent home care literature has been on improving patient 
safety following transitions back to community from highly medical, institutional care settings 
(Kronhaus, Zimmerman, Fuller, & Reed, 2018; Laugaland, Aase, & Barach, 2012; Rostgaard, 
2012). For example, a pan-national retrospective Canadian study on patient safety in home care 
uncovered an adverse event rate of 4.2%, with 56% of these events being preventable and most 
often related to falls; wound infections; psychosocial, behavioural or mental health issues; and 
medication errors (Blais et al., 2013). It was also uncovered that patients, caregivers and health 
care providers were all contributors to these avoidable adverse events (Blais et al., 2013). 
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Improved communication and information-sharing among clinicians, caregivers and patients has 
been cited as a key recommendation to enhance patient safety in the home care environment 
(Rostgaard, 2012). Another recent study applied data from the Resident Assessment Instrument-
Home Care (RAI-HC), a standardized comprehensive clinical assessment tool, to demonstrate 
that patients at higher risk of adverse events such as long-term care placement and death would 
be more likely to benefit from psychosocial and mental health interventions in addition to 
medical care (Sinn et al., 2018). Findings from the current study add to existing literature on 
patient safety by providing practical solutions for improved assessment, goal-setting and 
communication practices through a lens of integrated care. The implementation framework for 
an integrated geriatric care planning approach in home care is aligned with the above areas of 
patient safety concern, hones in on both medical and psychosocial elements of care planning, and 
has the potential to promote partnerships and shared accountability between older adults, their 
family/friend caregivers and point-of-care providers in the care-planning process.  
Findings from the current study also add to existing implementation science and 
knowledge translation literature. A recent systematic literature review on the comprehensiveness 
of implementation frameworks for innovations in health care uncovered that most 
implementation frameworks in the health care innovation space are descriptive and explanatory, 
and not prescriptive or predictive (Moullin et al., 2015). Descriptive frameworks include 
properties, characteristics and qualities of implementation; explanatory frameworks include 
information about linkages and relationships between concepts in a framework; predictive 
frameworks anticipate relationships between concepts of implementation; and prescriptive 
frameworks talk about the implementation process through steps and procedures (Moullin et al., 
2015). A lack of predictive or prescriptive detail in an implementation framework limits its 
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applicability or action-oriented nature (Moullin et al., 2015). Descriptive and explanatory 
frameworks may not move beyond the pre-implementation stage of development, which includes 
innovation creation, refinement and impact evaluation, to implementation (Greenhalgh, Robert, 
Macfarlane, Bate, & Kyriakidou, 2004). The current research study was guided by the 
development phase of the Medical Research Council (MRC) framework for developing complex 
interventions. At the outset of the study, researchers explicitly acknowledged the linkage and 
relationship between the development stage and the testing, evaluation and implementation 
stages of developing complex interventions and simultaneously worked within the Co-Creating 
Knowledge Translation Framework to ensure that key stakeholders authentically contributed to 
the development phase of the implementation framework (Powell et al., 2013). As a lack of 
inclusion of patient perspectives in the development of integrated care interventions has been 
cited as a pitfall of research in this area (Mittinty et al., 2018), this participatory approach 
ensured the framework was both descriptive and explanatory, but also predictive in terms of how 
each of the influencing factors, strategies and evaluations would contribute to the 
implementation of integrated care planning (Craig et al., 2013). The prescriptive elements of this 
implementation framework will be the focus of the next phase of this research in validating, 
refining and piloting the framework in real home care practice.  
This research also adds to current knowledge in integrated care in terms of understanding 
the operationalization of its various dimensions described in the literature (Valentijn et al., 2015; 
Valentijn et al., 2013). For example, the implementation framework for integrated care planning 
at the point-of-care in home care has implications for clinical, professional, functional and 
normative integration as defined by the Rainbow Model of Integrated Care (Valentijn et al., 
2015; Valentijn et al., 2013). In terms of clinical integration, the implementation framework 
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details three influencing factors that together would comprise a seamless holistic care planning 
process and experience for all stakeholders. In relation to professional integration, the framework 
proposes flexible communication strategies for enhancing interdisciplinary contributions to care 
planning at the point-of-care through a virtual team approach that is not dependent on providers 
being in the same place at the same time. Functional integration is captured in the 
implementation framework through detailing the tools, technologies and activities that would be 
required in terms of integrated service delivery of inclusive assessment practices, dialogue-based 
goal-setting and flexible communication strategies. Finally, in terms of normative integration, the 
resulting framework hinges on all stakeholders sharing the same goal in terms of working 
collaboratively to achieve an integrated care planning approach at the point-of-care (Valentijn et 
al., 2015; Valentijn et al., 2013).  
8.3 Implications 
8.3.1 Policy 
The findings of this study are timely within the current political landscape of Ontario. 
Major criticisms of the current Ontario health care system include that its administration-heavy, 
bureaucratic and opaque structure creates too much waste in a system that needs more frontline 
care across all sectors (Picard, 2018a). For example, Ontario has over 94 arms-length 
government health care agencies and the number keeps growing (Picard, 2018a). In terms of 
home and community care, the former Liberal government announced plans late in 2017 that 
they were going to become involved in direct service provision of point-of-care personal support 
services through a new government agency called Personal Support Services Ontario (Ontario 
Society of Occupational Therapists, 2018). The stated purpose of this new agency was to give 
high-users of the home and community care system (who receive 14 hours of care or more per 
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week) more control and easier access to services through self-directed care within a given budget 
(Ontario Society of Occupational Therapists, 2018). This announcement was cause for concern 
for independent for-profit and not-for- profit home and community care organizations across the 
province who strongly opposed this new agency for fear it would have negative consequences for 
and cause more confusion to clients, families, and health care workers across the already 
complex sector (Picard, 2018b).                       
Recently, a new Conservative government has come into power in Ontario. While there is 
a lack of clarity on any immediate future directions in the provincial health care system, it is 
clear that integrated care at the point-of-care in home care will need to be a major focal point to 
address the above pain points, rather than simply adding additional layers to the existing system 
or exclusively increasing capacity in other sectors. The election platform of the current 
Conservative government included plans to introduce 30,000 new institutional care beds over the 
next 10 years to improve patient access and flow (Ontario PC, 2018). In advance of the election, 
this strategy was called out by Dr. Samir Sinha, a lead for Ontario’s Action Plan for Seniors, who 
strongly argued that more beds will exacerbate and not solve current issues in the system (Sinha, 
2018). Dr. Sinha encouraged all government parties to look to the home and community care 
system in Denmark, which expanded drastically in the 1980s as a result of realizing the reason 
people were ending up and staying in hospitals was because there were not enough support 
services to keep them at home (Sinha, 2018). Findings from a recent study investigating 
alternative level of care (ALC) (a clinical designation for patients who no longer require the care 
intensity in their current setting but are awaiting placement elsewhere) in six Canadian hospitals 
support Dr. Sinha’s recommendations, uncovering that insufficient home and community care 
supports, underestimation of patient potential for independence, deconditioning of patients in 
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hospital and poor knowledge of home care in the acute setting were the major reasons why 
patients tend to remain in hospital long after they no longer require acute care (Bender & 
Holyoke, 2018). Home care in Denmark has been praised for increasing visibility of political, 
administrative and user level practices; however, is still looking for strategies to balance and 
integrate standardization and individualization at the point-of-care (Rostgaard, 2012). The 
implementation framework for a new geriatric care planning approach at the point-of-care could 
help to inform this balance of standardization and individualization at the point-of-care in home 
care and improve integration between service allocation and care delivery in the sector. As the 
new provincial government moves forward in Ontario, plans for restructuring home and 
community care will likely emerge, which could provide opportunities to embed learnings from 
the current study on integrated care planning into home care structures across the province.  
The need for integrated home care delivery for older adults extends beyond the province 
of Ontario and findings from the current study could inform future home care policy directions 
across Canada. While the funding structure and organization of health care differs across 
provinces, common themes exist in terms of meeting the needs of the growing population of 
older adults in Canada. For example, British Columbia, Alberta and Nova Scotia have all cited 
ALC issues as a result of poor access and lack of appropriately integrated home and community 
care and support services for older adults (Gerein, 2017 ; Longhurst, 2017; "Pictou County a 
model for Nova Scotia home care," 2016). In Nova Scotia, improved communication and 
coordination between the government funder, provider agency and patient/family members has 
been cited to improve wait times and increase access to home care services in a particular region 
("Pictou County a model for Nova Scotia home care," 2016). The implementation framework for 
integrated geriatric care planning in home care could add some rigour and standardization to 
158 
 
these communication and coordination practices to help scale them up across the province and 
beyond. For example, The National Seniors Strategy that has been proposed in Canada calls for 
federal leadership in developing and sharing best practices, common standards, targets and 
benchmarks for home and community care provision across the country (Sinha et al., 2016). One 
of the four pillars of the National Seniors Strategy is “Care Closer to Home”, which cites 
integrated care at home by providers with the appropriate knowledge and skills as a major 
requirement to achieve this aim (Institute for Research on Public Policy, 2015; Sinha et al., 
2016). The implementation framework for integrated geriatric care planning in home care that 
emerged in the current study has the potential to inform best practices and common standards in 
terms of  the knowledge and skills required by providers to enhance integrated assessment, goal-
setting and communication at the point-of-care in the home care sector.  
Findings from the present study are also in line with directions for aging policy 
internationally. For example, the International Federation on Aging (IFA) is a non-governmental 
organization on aging with a vision to protect and respect the health, rights and choices of older 
people through being a global liaison between experts working on age-related policy 
(International Federation on Aging, 2018). In August 2018, the IFA is hosting the 14th Global 
Congress on Aging in Toronto, Ontario where the main themes include: 1) combating ageism; 2) 
toward healthy aging; 3) age-friendly communities; and 4) addressing inequalities (International 
Federation on Aging, 2018). The current study was accepted for presentation under the 
combating ageism theme, as findings that emerged from the solutions-focused key informant 
interviews and the co-design workshop demonstrate not only that older adults are capable and 
wish to be engaged in research that impacts their care, but also that they have practical ideas and 
solutions for decreasing ageist attitudes and assumptions in the geriatric care planning process.  
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8.3.2 Practice  
 Within current Ontario home care practice, there is a revived interest in the RAI-HC as a 
result of the recent roll out of a refreshed suite of interRAI assessment tools for various sectors 
across the province. Additionally, the Canadian Institute for Health Information is launching the 
Integrated interRAI Reporting System that will bring together data from the updated versions of 
these tools with the goal to be able to offer closer to ‘real-time’ reporting (Canadian Institute for 
Health Information, 2018). LHINs and direct service provider agencies alike are currently 
participating in conversations and revisiting opportunities to make better use of standardized 
assessment data for care planning in home care. Findings from this research study are highly 
relevant and could inform next steps taken by these parties in terms of improved data sharing and 
integration for service allocation and point-of-care planning, involving a balance between 
standardized assessment and clinical judgment. Another practice issue in home and community 
care is the growing health human resources shortage to meet the increasing service demands 
being placed on the sector. Reports on this shortage have been calling for integrated care reform 
to improve the efficient use of the limited providers available within the sector for almost a 
decade (Erie St. Clair LHIN, 2010; Sun, Doran, Bloomberg, & Bloomberg, 2017). Findings from 
the current study offer tangible strategies and solutions that should be explored within the 
context of maximizing individual provider contributions and teamwork in care planning at the 
point-of-care, which could help the sector work towards adopting the National Health Service 
user-driven definition of integrated care for older adults:  “I can plan my care with people who 
work together to understand me and my carer(s), put me in control, coordinate and deliver 




 In terms of research implications, the current study adds to understanding in terms of how 
to conduct bottom-up integrated care research in home and community care that authentically 
engages system users throughout the entire research process (Wodchis et al., 2015). This 
confirms that the concept of ‘nothing about me without me’, that is often cited in health care 
practice to reinforce the need for patient engagement, not only should, but can be adopted more 
consistently in health services research studies (Delbanco et al., 2001). The positive feedback 
received through the co-design engagement survey in the interpretation phase of this research is 
further evidence of the success of this type of research engagement. Future research should 
explore and test the applicability of co-design through gamestorming activities in other areas of 
health services research with older adults, their family/friend caregivers and point-of-care 
providers.  
The current study resulted in an implementation framework that details clinical, 
professional, functional and normative integration in geriatric home care planning according to 
three influencing factors and supporting strategies, tools, technologies and evaluation methods. 
This framework adds to knowledge on comprehensive geriatric assessment in home and 
community settings and at the point of care, whereas previously literature has been mainly 
focused on institutional settings (Avelino-Silva et al., 2014; Baztan et al., 2009; Caplan et al., 
2004; Cohen et al., 2002; Ellis et al., 2011; Van Craen et al., 2010). Next steps in this research 
will aim to operationalize the elements of the implementation framework through additional 
engagement of system users in co-design activities in the development of a pilot test of the new 
approach in real home care practice. Future research studies should consider the use of the Co-
Creating Knowledge Translation Framework in the development of health innovations and 
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interventions as a way to increase the action-oriented nature of the findings and enhance 
potential for uptake and use (Powell et al., 2013).  
8.4 Strengths and Limitations 
 This study had several noteworthy strengths. This project helps to address the major 
dearth of academic literature on care planning in home care and publishing these findings will 
contribute to the evidence-base on this topic from which to draw in future work. Applying a 
pragmatic research lens and ideology of collective creativity ensured meaningful engagement of 
older adults, their family/friend caregivers and point-of-care providers throughout the various 
stages of the mixed methods research study (Creswell et al., 2003; Feilzer, 2010; Sanders & 
Stappers, 2008; Sanders & Stappers, 2012). The researchers successfully introduced the 
solutions-focused interview approach (Proudlock & Wellman, 2011; Welsh et al., 2014) and 
generative research methods through co-design into the research study, which broadens 
knowledge in research engagement practices within health services research (Sanders & 
Stappers, 2012). Further, the focus on what people make, in addition to what people say and do, 
through gamestorming activities promoted the inclusion of tangible strategies and solutions in 
the implementation framework, as opposed to simply making recommendations, which will 
facilitate an easier transition into the pilot phase of this work (Gray et al., 2010). Another 
strength of this dissertation research study was its large sample size. In total, across the various 
stages of the project, 396 stakeholders were engaged in the development of an implementation 
framework for a new integrated geriatric care planning approach in home care.  
 This research study also had several limitations. First, the sample of home care 
stakeholders was recruited specifically from the province of Ontario, where the structure of the 
home care sector is complex and unique to other provinces across the country. This may limit the 
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generalizability of the findings in terms of implementation across Canada;  however, the areas of 
improvement identified in terms of assessment, goal-setting and communication are consistent 
with the identified needs for integrated care in Canada (Better Home Care, 2016). Another 
limitation of the study is that stakeholders from only one of 14 Local Health Integration 
Networks (LHINs) in Ontario were engaged in the testing of the G-CAP survey, the solutions-
focused interviews and the co-design workshop. The development and broad administration of 
the G-CAP survey, however, included point-of-care providers from various LHINs across the 
province and future research will focus on ensuring more equal geographic representation. It 
should also be noted that this research study recruited only English-speaking participants, and 
did not explicitly consider socioeconomic status or the different integrated care needs of 
marginalized groups in the development of the implementation framework. Future work could 
involve validating and adapting the framework to meet the needs of these sub-populations. 
Another limitation of this research was only conducting a single co-design workshop. If 
resources and time allowed, the researchers would have liked to host a variety of nested 
workshops across the province to further iterate and validate the emergent implementation 
framework. Finally, the G-CAP survey was focused specifically on nursing, occupational therapy 
and physiotherapy disciplines, which excluded a variety of other health care providers who work 
at the point-of-care in home care. While efforts were made to include other disciplines’ 
perspectives in the co-design workshop, both in terms of the participants, and the gamestorming 
activities, future phases of this work will need to test the applicability of the findings across all 
disciplines.  
8.5 Future Research Directions 
  
 Immediate next steps in this research study are to host additional nested co-design 
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workshop sessions to engage a wider sample of older adult, family/friend caregiver and point-of-
care provider stakeholders in the co-production of the implementation framework. Goals of these 
sessions will be to confirm and refine the influencing factors of the framework and to further 
operationalize and prototype the strategies, tools and technologies that emerged in the current 
study for supporting more integrated geriatric care planning in home care. Once the 
implementation framework is finalized, researchers will aim to host a co-design session 
specifically on the design of a pilot trial of the new approach to geriatric care planning, which 
would involve further collaboration with stakeholders on the various methods for evaluating the 
successful implementation of each of the influencing factors in the framework. Finally, 
researchers have established that SE Health, a national health care organization in Canada with 
significant home and community care operations, will be a partner in running a pilot study of the 
new approach to integrated geriatric care planning in home care. SE Research Centre, an arm of 
SE Health, will be a collaborator in this future work.  
8.6 Conclusions 
 
According to older adults, their family/friend caregivers and point-of-care providers, 
geriatric care planning at the point-of-care could be more integrated through inclusive 
assessment practices, dialogue-based goal-setting and flexible communication strategies. 
Engaging older adults, their family/friend caregivers and point-of-care providers in participatory 
research methods enhanced the applicability and action-oriented nature of this mixed methods 
research study and resulted in an implementation framework that will be operationalized and 
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APPENDIX D: INFORMATION LETTER AND INFORMED 






Re: Key Informant Interviews for a research study “Understanding current assessment and goal-setting 
practices across disciplines in home care for older adults” 
I am a PhD student at the University of Waterloo in the School of Public Health and Health Systems and 
a Research Associate of the Saint Elizabeth Research Centre and I am writing to tell you about a research 
study on the current assessment and goal-setting practices in three major professional health care 
disciplines involved in the home care provision of older adults: nursing, physiotherapy and occupational 
therapy. This study is being conducted as part of my PhD coursework, under the supervision of Dr. Paul 
Stolee. I would like to invite you to participate in the study by taking part in a key informant interview 
about your knowledge and expertise on patient assessment within your discipline. The interview would 
last for approximately one hour and take place at a time and location that is convenient for you.  
 
Before you decide whether to be interviewed, I will tell you about the study.  
 
Who is conducting this study?  
Justine Giosa is conducting this study as part of her PhD course work, under the supervision of Dr. Paul 
Stolee in the School of Public Health and Health Systems at the University of Waterloo. The contact 
information of both the student investigator and faculty supervisor can be found at the end of this 
letter. This study is being funded by the Saint Elizabeth Research Centre at Saint Elizabeth Health Care.  
 
Why are we doing this study? 
The interRAI Home Care Assessment System (RAI-HC) is designed to collect comprehensive, client 
information for care planning and decision making by multiple providers in home care. While the RAI-HC 
is mandated for use by the Community Care Access Centres (CCACs), the data are not universally 
accessible to, shared with or used by service provider agencies. As such, frontline providers have 
adapted their own tools and strategies to individually collect, use and report the information they need. 
This is an enormous barrier to collaborative care, which can have very negative outcomes for elderly 
clients who tend to have multi-morbidities and complex service needs.  
 
The goal of the project is to explore similarities and differences in the geriatric assessment practices of 
the major professional health care disciplines involved in the home care provision of older adults to 
uncover and understand the barriers to changing/ adopting a common assessment approach.  
 
What are you being invited to do?   
I am inviting you to be interviewed by me for about one hour during a convenient time for you (which 
can be outside of work hours should this be necessary). This would preferably take place in person but 
could be by telephone if that is more convenient for you. In the interview, you will be asked about your 
experience managing and teaching health care providers within your discipline and your understanding, 




There are no risks or discomfort from your participation in the research. We do think that if you agree to 
be interviewed, you can give input that will help inform a survey of frontline professionals about their 
understanding of the purpose of assessment, their assessment practices and their information needs.  
 
Voluntary Participation: Your participation in the study is completely voluntary and you may choose to 
stop participating at any time.  Your decision about whether or not to participate has no effect on your 
relationship with any of the researchers, or any organization associated with the research or your 
employer. You can decline to participate in the study without penalty. If you agree to participate, you 
will be able to talk about whatever you are comfortable with, may choose not to answer any of the 
questions or stop the interview at any time.  
 
You will not receive any remuneration from researchers for participating in the interview. Should you be 
interested in participating, please discuss with your employer whether this interview can take place 
during working hours or whether it should take place outside of working hours.   
 
Withdrawal from the Study:  You can stop participating in the study at any time, for any reason. Your 
decision to stop participating or to refuse to answer particular questions has no effect on your 
relationship with any of the researchers or any organization associated with the research. If you decide 
to leave the study, all of the information collected from you will be immediately destroyed wherever 
possible. 
 
Confidentiality: The interview will be recorded so we won’t miss anything you say, but the recording 
and any notes of the discussion will be kept confidential to the fullest extent possible by law. Audio-
recordings will be deleted from the recorder immediately following the study and electronic data will be 
will be kept secure on encrypted computers and retained indefinitely. Written records (e.g., consent 
forms will be kept  in a locked file cabinet at the University of Waterloo and only research staff will have 
access to them. All written records will be shredded confidentially after a period of five years.  If we use 
a quote from the discussion in reporting our findings, we will make it anonymous.  
 
Questions about the Research?  If you have questions about the research in general or about your role 
in the study, please feel free to contact the student researcher or faculty supervisor directly: 
  
Justine Giosa, MSc 
PhD Student  
School of Public Health and Health Systems 
University of Waterloo 
Research Associate 





Paul Stolee, PhD 
Associate Professor 
School of Public Health and Health Systems 






I would like to assure you that this study has been reviewed and received ethics clearance through a 
University of Waterloo Research Ethics Committee. However, the final decision about participation is 
yours. If you have any comments or concerns resulting from your participation in this study, please feel 
free to contact Dr. Maureen Nummelin in the Office of Research Ethics at 1-519-888-4567, Ext. 36005 or 
maureen.nummelin@uwaterloo.ca. 
I sincerely hope that you will consider participating in an interview.  
 
Sincerely, 
Justine Giosa, MSc 
PhD Student  
School of Public Health and Health Systems 
University of Waterloo 
 
Research Associate 





CONSENT TO PARTICIPATE IN AN INTERVIEW FOR A RESEARCH STUDY CALLED: 
Understanding current assessment and goal-setting practices across disciplines in home care for older 
adults 
By signing this consent form, you are not waiving your legal rights or releasing the investigator(s) or 
involved institution(s) from their legal and professional responsibilities. Please review the following 
statements:  
I have read the information presented in the information letter about a study being conducted by 
Justine Giosa and Dr. Paul Stolee of the Department of School of Public Health and Health Systems at 
the University of Waterloo. 
 I have had the opportunity to ask any questions related to this study, to receive satisfactory answers to 
my questions, and any additional details I wanted. 
I am aware that I have the option of allowing my interview to be audio recorded to ensure an accurate 
recording of my responses.  
I am also aware that excerpts from the interview may be included in the study report and/or 
publications to come from this research, with the understanding that the quotations will be anonymous. 
I was informed that I may withdraw my consent at any time without penalty by advising the researcher. 
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This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee.  I was informed that if I have any comments or concerns resulting from my 
participation in this study, I may contact the Director, Office of Research Ethics at 519-888-4567 ext. 
36005. 
With full knowledge of all foregoing, I agree, of my own free will, to participate in this study. 
YES   NO  
I agree to have my interview audio recorded. 
YES   NO   
I agree to the use of anonymous quotations in any thesis or publication that comes of this research. 
YES   NO   





Printed Name of Participant    Signature   Date 
 
--------------------------------------------------------------------------------------------------------------------- 




When this study is completed, we will write up a summary of the results. Would you be interested in 
receiving a copy?  
 
  Yes, please email me a summary of results. My email address is:  
  Yes, please mail me a summary of results. My mailing address is:  











APPENDIX E: PILOT VERSION OF THE G-CAP SURVEY  
 
Section 1: Methods of Assessment  
First, we would like to ask you some questions about your assessment practices with older adults during 
your first visit in their home.  
 
Cognition and Mood 
1. How often do you conduct an assessment (formal or informal) of an older adult’s cognition and mood 
during your first home care visit with them in order to make decisions about their care needs and/or 
provide care? 
 
[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 3; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 2] 
How often do you use the following assessment tools/approaches to collect information about an older 
home care client’s cognition and/or mood?  
 
2a Montreal Cognitive Assessment (MoCA)  
 
2b Mini-Mental State Examination (MMSE)  
 
2c Centre for Epidemiological Studies Depression Scale (CES-D)  
 
2d Geriatric Depression Scale 
 





















































































2f The Delirium Index 
 
2g The Confusion Assessment Method (CAM) 
 
2h Delirium Rating Scale 
 
2i I use my own observation and/or interview skills to assess an older adult home care client’s cognition 
and mood  
 
Pain  
3 How often do you conduct an assessment (formal or informal) of an older adult’s pain during your first 
home care visit with them in order to make decisions about their care needs and/or provide care? 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 5; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 4] 
 
How often do you use the following assessment tools/ approaches to collect information about an older 
home care client’s pain (area and intensity)?  
 
4a Brief Pain Inventory  
 




















































































































4c Verbal Rating Scale (Pain)  
 
4d Baker-Wong Pain Scale   
 
4e Visual Analogue Scale for Pain  
 
4f Facial Grimace and Behaviour Checklist Flowcharts (Pain)  
 
4g McGill Pain Questionnaire 
 
4h Northern Pain Scale  







































































































































5 How often do you conduct an assessment (formal or informal) of an older adult’s skin integrity during 
your first home care visit with them in order to make decisions about their care needs and/or provide 
care? 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 7; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 6] 
How often do you use the following assessment tools/ approaches to collect information about an older 
home care patient’s skin integrity?  
 
6a Braden Scale for Predicting Pressure Sore Risk 
  
6b Bates-Jensen Wound Assessment Tool (BWAT)  
 
6c Pressure Ulcer Scale for Healing (PUSH)  
 
6d I use my own observation and/or interview skills to assess an older adult home care client’s skin 
integrity  
Functional Status/Activity and Rest 
 
7 How often do you conduct an assessment (formal or informal) of an older adult’s functional status/ 
activity and rest during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 







































































































Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 8] 
 
 How often do you use the following assessment tools to collect information about an older home care 
client’s functional status/ activity and rest?  
 
8a Functional Independence Measure (FIM)  
 
8b Katz Index of Independence in Activities of Daily Living  
 
8c Barthel Index  
 
8d Borg Rating Scale of Perceived Exertion 
8e (SMAF) Functional Autonomy Measurement System  
 
8f Functional Reach Test 
 





















































































































8h Reintegration to Normal Living Index (RNL) 
 
8i (TEMPA) Test d’Evaluation des Membres Superieurs des Personnes Agees  
 
8j Canadian Occupational Therapy Performance Measure (COPM) 
 
8k Assessment of Motor and Process Skills (AMPS) 
 
8l I use my own observation/interview skills to assess an older adult home care client’s functional status/ 
activity and rest  
 
Mobility/ Balance/ Ambulation 
 
9 How often do you conduct an assessment (formal or informal) of an older adult’s mobility/ balance/ 
ambulation during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 



































































































Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 10] 
How often do you use the following assessment tools to collect information about an older home care 
client’s mobility/ balance/ ambulation? 
 
10a Community Balance and Mobility Scale  
 
10b Lower Extremity Functional Scale  
 
10c Berg Balance Scale   
 
10d Short Form Berg Balance Scale 3 Point  
 
10e Timed Get Up and Go Test (TUG) 
 
10f Timed-Stands Test 
 




















































































































10h Walk Test—2 minute, 6 minute, 12 minute, self-paced, shuttle  
 
10i Gait Speed 
 
10j Physiotherapy Functional Mobility Profile (PFMP) 
 
10k Activities-Specific Balance Confidence Scale  
 
10l I use my own observation and/or interview skills to assess an older adult home care client’s 
mobility/balance/ambulation  
 
Safety (Environment, Abuse risk and Falls Risk) 
11 How often do you conduct an assessment (formal or informal) of an older adult’s safety 
(environment, abuse risk and falls risk) during your first home care visit with them in order to make 





































































































 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 13; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 12] 
How often do you use the following assessment tools/ approaches to collect information about an older 




12b Falls Risk Assessment Tool (FRAT)  
 
 
12c Falls Risk for Older People in the Community (FROP-Com) 
 
12d Indicators of Abuse (IOA) 
 
12e Caregiver Abuse Screen (CASE) 
 
12f I use my own observation and/or interview skills to assess an older adult home care client’s safety 







































































































Quality of Life  
13 How often do you conduct an assessment (formal or informal) of an older adult’s quality of life during 
your first home care visit with them in order to make decisions about their care needs and/or provide 
care? 
 
[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 15; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 14] 
How often do you use the following assessment tools to collect information about an older home care 
client’s quality of life?  
 
14a Community Integration Questionnaire II  
 
14b Life Satisfaction Questionnaire 9  
 
14c (EuroQoL-5D) European Quality of Life Scale  
 
14d Health Utilities Index (HUI Mark 2/3) 
 





















































































 14f SF-12 (12-item short-form health survey) 
 
14g SF-36 (Medical Outcomes Study 36-item short-form health survey) 
 
14h I use my own observation and/or interview skills to assess an older adult home care client’s quality 
of life  
 
Medication Management 
15 How often do you conduct an assessment (formal or informal) of an older adult’s medication 
management during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 
[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 17; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 16] 
How often do you use the following assessment tools to collect information about an older home care 
client’s medication management?  
 




































































































16b Other tool (please list): ___________________________________ 
 
 16c I use my own observation and/or interview skills to assess an older adult home care client’s 
medication management  
 
Resources (Social and Financial) 
 
 17 How often do you conduct an assessment (formal or informal) of an older adult’s resources (social 
and financial) during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 
 [If they answer Never, Almost Never or Rarely,  fluid surveys will skip to question 19; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 18] 
How often do you use the following assessment tools/approaches to collect information about an older 
home care client’s resources (social and financial)?  
 
18a Multidimensional Scale of Perceived Social Support 
 
18b Social Support Inventory (SSI) 
 




















































































 18d Index of Social Support  
 
18e Practitioner Assessment of Network Type (PANT) 
 
18f Personal Resource Questionnaire (PRQ85) 
 
18g The MOS Social Support Survey 
 
18h The RAND Social Health Battery 
 



















































































































18j Assessment of Social Isolation 
 
18k Social Support Questionnaire  
 
18l Interpersonal Support Evaluation List (ISEL) 
 
18m Semi-Structured Clinical Interview for Financial Capacity; SCIFC 
 
18n I use my own observation and/or interview skills to assess an older adult home care client’s 
resources (social and financial)  
 
 
Section 2: Attitudes towards client assessment in home care   
Next, we would like to ask you some questions about your ideas about client assessment in home care  
 
Please indicate the extent to which you agree/ disagree with the following statements about client 
assessment: 
 









































































































 19b Client assessment requires a conversation with the client 
 
19c Client assessment involves a conversation with the patient’s family caregiver(s) (assuming they have 
one)  
 
19d Client assessment involves a conversation with other health care providers in my discipline 
 
19e Client assessment involves a conversation with other health care providers outside of my discipline 
 
19f Client assessment requires observation of the client in their home environment 
 
19g Client assessment data should be recorded in a client’s chart 
 






























































































































































19i Client assessment impacts how I deliver care to a client  
 
19j Client assessment is an ongoing process throughout a client’s care journey  
 
19k In order to provide care to a client, I must conduct the client assessment myself   
19l I can make use of client information collected by other health care professionals to provide care to 
clients 
 
Section 3: Perceptions of the InterRAI-HC Assessment Tool 
 
Next, we would like to ask you some questions about your experience with and perceptions of the inter-
RAI home care assessment tool (RAI-HC).  
 





 [If they answer yes, fluid surveys will proceed to question 21; if they answer no, fluid surveys will skill 
to question 23] 
 
Please indicate your level of experience with the RAI-HC 
 

















































































































21b I use RAI-HC data collected by someone else to plan and deliver care to older home care clients 
 
21c I use Clinical Assessment Protocols (CAPs) associated with the RAI-HC to plan and deliver care to 
older home care clients 
 
Please indicate the extent to which you agree/ disagree with the following statements about the RAI-HC 
: 
22a  The RAI-HC tool includes all the information I need to plan and deliver care to an older home care 
client 
 
22b The RAI-HC tool is too long to complete in a home care visit with an older home care client 
 
22c Collecting data with the RAI-HC is an administrative practice completed by the CCAC  
 




























































































































22e I feel confident that I can interpret data from the RAI-HC assessment to plan and deliver care to older 
home care clients  
22f RAI-HC data that gets collected by the CCAC is not linked to the care I provide  
Section 4: Interdisciplinary Collaboration  
Next, we would like to ask you some questions about your experiences sharing and receiving 
information from other health care providers and working together to set individualized client goals.  
 
Please indicate the relative importance of each of the following sources of input/ information for setting 
individual client goals in home care for older adults: 
 
23a Assessment data that I collect  
 
23b Assessment data that others collect  
 
 23c My professional opinion 
 

















































































































23e Information from the client’s chart  
 
23f Input from the client  
 
23g Input from the client’s family members  
 
Please indicate the extent to which you agree/disagree with the following statements about your 
collaboration with others in the care of older home care patients 
 
24a I always know what other health care providers are working with an older home care client I care for 
24b All health care providers involved in the care for an older home care client work towards common 
goals 
 
24c Privacy and confidentiality prevent me from sharing information about a client’s situation with other 
health care providers  
☐  




















































































































































24d I feel like I am part of an integrated team when I am caring for older home care clients  
 
Please indicate how often you collaborate with other health care professionals to care for older home care 
clients in the following ways: 
25a I share client assessment information with other home health care providers in my discipline 
 
25b I share client assessment information with home health care providers in other disciplines  
 
25c I share client assessment information with personal support workers (PSWs) 
 
25d I receive client assessment information from other home health care providers in my discipline 
 
25e I receive client assessment information from home health care providers outside of my discipline  
 









































































































We are asking that you provide some demographic information so that we can describe the overall 
characteristics of the group of survey participants in our reports. This information will be reported as 
summary statistics only, will not  be used at any time to identify you individually and will be kept strictly 
confidential at all times.  
 
26 What is your gender identity? 
☐Male  
☐Female   
 
27 What is your year of birth? 
[drop down list]  
 
28 What is your professional designation? (Please choose from the list below) 
☐Registered Nurse  
☐Registered Practical Nurse  
☐Occupational Therapist  
☐Physiotherapist  
 
29 In what year did you receive this professional designation? [drop down list]  
30 How long have you been working in the home care sector? (Please choose from the list below) 
☐Less than one year 1 
☐1-5 years 2 
☐6-10 years 3 
☐Greater than 10 years 4 
 
What other health care sectors have you worked in? (choose all that apply) 
 
31a ☐Hospital  
31b ☐In-patient rehabilitation  
31c ☐Long-term care  
31d ☐Palliative care   
31e ☐Private sector  
 
32 What home care provider agency(ies) do you currently work for? (choose all that apply) 
[list names of participating organizations] 
 
33 Approximately what percentage of the clients you work with in the community are over the age of 
65? 
 
☐Less than 25%  
☐25-50%  
☐51-75%  




APPENDIX F: FINAL VERSION OF THE G-CAP SURVEY  
 
Section 1: Methods of Assessment  
First, we would like to ask you some questions about your assessment practices with older adults during 
your first visit in their home.  
 
Cognition and Mood 
1 How often do you conduct an assessment (formal or informal) of an older adult’s cognition and mood 
during your first home care visit with them in order to make decisions about their care needs and/or 
provide care? 
 
[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 3; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 2] 
 How often do you use the following assessment tools/approaches to collect information about an older 
home care client’s cognition and/or mood?  
 
2a Montreal Cognitive Assessment (MoCA)  
 
2b Mini-Mental State Examination (MMSE)  
 
2c Centre for Epidemiological Studies Depression Scale (CES-D)  
 
2d Geriatric Depression Scale 
 
2e Glasgow Coma Scale 
 










































































2g The Confusion Assessment Method (CAM) 
 
2h Delirium Rating Scale 
 
2i I use my own observation and/or interview skills to assess an older adult home care client’s cognition 
and mood  
 
Pain  
3 How often do you conduct an assessment (formal or informal) of an older adult’s pain during your first 
home care visit with them in order to make decisions about their care needs and/or provide care? 
 
 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 5; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 4] 
 
How often do you use the following assessment tools/ approaches to collect information about an older 
home care client’s pain (area and intensity)?  
 
4a Brief Pain Inventory  
 
4b Numeric Pain Rating Scale (NPRS) 
 
4c Verbal Rating Scale (Pain)  
 
4d Baker-Wong Pain Scale   
 




















































































4f Facial Grimace and Behaviour Checklist Flowcharts (Pain)  
 
4g McGill Pain Questionnaire 
 
4h Northern Pain Scale  
4i Edmonton System Assessment System (ESAS) 
 
4j I use my own observation and/or interview skills to assess an older adult home care client’s pain  
 
 





5 How often do you conduct an assessment (formal or informal) of an older adult’s skin integrity during 
your first home care visit with them in order to make decisions about their care needs and/or provide 
care? 
 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 7; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 6] 
How often do you use the following assessment tools/ approaches to collect information about an older 






















































































6a Brief Scale for Predicting Pressure Sore Risk 
  
6b Bates-Jensen Wound Assessment Tool (BWAT)  
 
6c Pressure Ulcer Scale for Healing (PUSH)  
 
6d I use my own observation and/or interview skills to assess an older adult home care client’s skin 
integrity  
 
6e Other tools: _____________________________________________ 
 
 
Functional Status/Activity and Rest 
 
7 How often do you conduct an assessment (formal or informal) of an older adult’s functional status/ 
activity and rest during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 9; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 8] 
 
 How often do you use the following assessment tools to collect information about an older home care 
client’s functional status/ activity and rest?  
 
8a Functional Independence Measure (FIM)  
 




















































































8c Barthel Index  
 
8d Borg Rating Scale of Perceived Exertion 
 
8e (SMAF) Functional Autonomy Measurement System  
 
8f Functional Reach Test 
 
8g OARS-IADL (Older Americans Resources and Services Scale-Instrumental Activities of Daily Living) 
 
8h Reintegration to Normal Living Index (RNL) 
 
8i (TEMPA) Test d’Evaluation des Membres Superieurs des Personnes Agees  
 
8j Canadian Occupational Therapy Performance Measure (COPM) 
 
8k Assessment of Motor and Process Skills (AMPS) 
 
8l I use my own observation/interview skills to assess an older adult home care client’s functional 






























































































8m Other tools: _____________________________________________ 
 
 
Mobility/ Balance/ Ambulation 
 
9 How often do you conduct an assessment (formal or informal) of an older adult’s mobility/ balance/ 
ambulation during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 
 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 11; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 10] 
How often do you use the following assessment tools to collect information about an older home care 
client’s mobility/ balance/ ambulation? 
 
10a Community Balance and Mobility Scale  
 
10b Lower Extremity Functional Scale  
 
10c Berg Balance Scale   
 
10d Short Form Berg Balance Scale 3 Point  
 
10e Timed Get Up and Go Test (TUG) 
 





















































































10g Five Times Sit to Stand Test 
 
10h Walk Test—2 minute, 6 minute, 12 minute, self-paced, shuttle  
 
10i Gait Speed 
 
10j Physiotherapy Functional Mobility Profile (PFMP) 
 
10k Activities-Specific Balance Confidence Scale  
10l Tinetti Balance Test 
10m I use my own observation and/or interview skills to assess an older adult home care client’s 
mobility/balance/ambulation  
 
10n Other Tools___________________________________________________________ 
 
Safety (Environment, Abuse risk and Falls Risk) 
11 How often do you conduct an assessment (formal or informal) of an older adult’s safety 
(environment, abuse risk and falls risk) during your first home care visit with them in order to make 

































































































 [If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 13; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 12] 
How often do you use the following assessment tools/ approaches to collect information about an older 




12b Falls Risk Assessment Tool (FRAT)  
 
 
12c Falls Risk for Older People in the Community (FROP-Com) 
 
12d Indicators of Abuse (IOA) 
 
 
12e Caregiver Abuse Screen (CASE) 
 
12f I use my own observation and/or interview skills to assess an older adult home care client’s safety 
(environment, abuse risk and falls risk)  
 
12g Other tools: _____________________________________________ 
 
Quality of Life  
13 How often do you conduct an assessment (formal or informal) of an older adult’s quality of life during 





















































































[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 15; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 14] 
How often do you use the following assessment tools to collect information about an older home care 
client’s quality of life?  
 
14a Community Integration Questionnaire II  
 
14b Life Satisfaction Questionnaire 9  
 
14c (EuroQoL-5D) European Quality of Life Scale  
 
14d Health Utilities Index (HUI Mark 2/3) 
 
14e Nottingham Health Profile  
 
 14f SF-12 (12-item short-form health survey) 
 
14g SF-36 (Medical Outcomes Study 36-item short-form health survey) 
 
14h I use my own observation and/or interview skills to assess an older adult home care client’s quality 


































































































15 How often do you conduct an assessment (formal or informal) of an older adult’s medication 
management during your first home care visit with them in order to make decisions about their care 
needs and/or provide care? 
 
[If they answer Never, Almost Never or Rarely, fluid surveys will skip to question 17; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 16] 
How often do you use the following assessment tools to collect information about an older home care 
client’s medication management?  
 
16a Medication Management Ability Assessment 
 
16b Other tool (please list): ___________________________________ 
 
 16c I use my own observation and/or interview skills to assess an older adult home care client’s 
medication management  
 
16d Other tools: _____________________________________________ 
 
 
Resources (Social and Financial) 
 
 17 How often do you conduct an assessment (formal or informal) of an older adult’s resources (social 
and financial) during your first home care visit with them in order to make decisions about their care 










































































 [If they answer Never, Almost Never or Rarely,  fluid surveys will skip to question 19; if they answer 
Sometimes, Often, Almost Always or Always, fluid surveys will proceed to question 18] 
How often do you use the following assessment tools/approaches to collect information about an older 
home care client’s resources (social and financial)?  
 
18a Multidimensional Scale of Perceived Social Support 
 
18b Social Support Inventory (SSI) 
 
18c General Social Survey (GSS) 
 
 18d Index of Social Support  
 
18e Practitioner Assessment of Network Type (PANT) 
18f Personal Resource Questionnaire (PRQ85) 
 
18g The MOS Social Support Survey 
 
18h The RAND Social Health Battery 
 
18i Assessment of Perceived Loneliness 
 






























































































18k Social Support Questionnaire  
 
18l Interpersonal Support Evaluation List (ISEL) 
 
18m Semi-Structured Clinical Interview for Financial Capacity; SCIFC 
 
18n I use my own observation and/or interview skills to assess an older adult home care client’s 
resources (social and financial)  
 
18o Other tools: _____________________________________________ 
 
Section 2: Attitudes towards client assessment in home care   
Next, we would like to ask you some questions about your ideas about client assessment in home care  
 
Please indicate the extent to which you agree/ disagree with the following statements about client 
assessment: 
 
19a Client assessment involves collecting information about individuals using standardized tools  
 
19b Client assessment requires a conversation with the client 
 









































































Strongly  agree  
☐ 














19d Client assessment involves a conversation with other health care providers in my discipline 
 
19e Client assessment involves a conversation with other health care providers outside of my discipline 
 
19f Client assessment requires observation of the client in their home environment 
 
19g Client assessment data should be recorded in a client’s chart 
 
19h Client assessment is an administrative practice   
 
19i Client assessment impacts how I deliver care to a client  
 
19j Client assessment is an ongoing process throughout a client’s care journey  
 
19k In order to provide care to a client, I must conduct the client assessment myself   
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
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19l I can make use of client information collected by other health care professionals to provide care to 
clients 
 
Section 3: Perceptions of the InterRAI Assessment Tools 
 
Next, we would like to ask you some questions about your experience with and perceptions of the inter-
RAI assessment tools.  
 












[If they answer yes to question 20 or 21, fluid surveys will proceed to question 22; if they answer no, 
fluid surveys will skill to question 24] 
 
Please indicate your level of experience with the RAI-HC 
 
22a I use the RAI-HC and/or the RAI-CHA to conduct comprehensive assessments of older home care 
clients  
 
22b I use RAI-HC and/or RAI-CHA data collected by someone else to plan and deliver care to older home 
care clients 
 
22c I use Clinical Assessment Protocols (CAPs) associated with the RAI-HC and/or RAI_CHA to plan and 
deliver care to older home care clients 
 
Please indicate the extent to which you agree/ disagree with the following statements about the RAI-HC: 
 
23a The RAI-HC and/or RAI-CHA tool includes all the information I need to plan and deliver care to an 
☐ 





















































older home care client 
 
23b The RAI-HC and/or RAI-CHA tool is too long to complete in a home care visit with an older home 
care client 
 
23c Collecting data with the RAI-HC and/or RAI-CHA is an administrative practice completed by the CCAC  
 
23d I feel confident that I can use the RAI-HC and/or RAI-CHA to collect information about an older 
home care client 
 
23e I feel confident that I can interpret data from the RAI-HC and/or RAI-CHA to plan and deliver care to 
older home care clients  
 
23f RAI-HC and/or RAI-CHA data that gets collected by the CCAC is not linked to the care I provide  
 
Section 4: Interdisciplinary Collaboration  
Next, we would like to ask you some questions about your experiences sharing and receiving 
information from other health care providers and working together to set individualized client goals.  
 
Please indicate the relative importance of each of the following sources of input/ information for setting 
individual client goals in home care for older adults: 
 
24a Assessment data that I collect  
 
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 














24b Assessment data that others collect  
 
 24c My professional opinion 
 
24d The professional opinion of other health care providers 
 
24e Information from the client’s chart  
 
24f Input from the client  
 
24g Input from the client’s family members  
 
Please indicate the extent to which you agree/disagree with the following statements about your 
collaboration with others in the care of older home care patients 
 
25a I always know what other health care providers are working with an older home care client I care for 
25b All health care providers involved in the care for an older home care client work towards common 
goals 
☐  









































































































25c Privacy and confidentiality prevent me from sharing information about a client’s situation with other 
health care providers  
 
25d I feel like I am part of an integrated team when I am caring for older home care clients  
 
Please indicate how often you collaborate with other health care professionals to care for older home 
care clients in the following ways: 
26a I share client assessment information with other home health care providers in my discipline 
 
26b I share client assessment information with home health care providers in other disciplines  
 
26c I share client assessment information with personal support workers (PSWs) 
 
26d I receive client assessment information from other home health care providers in my discipline 
 
26e I receive client assessment information from home health care providers outside of my discipline  
 
Section 5: Demographic Information 
We are asking that you provide some demographic information so that we can describe the overall 
characteristics of the group of survey participants in our reports. This information will be reported as 
summary statistics only, will not  be used at any time to identify you individually and will be kept strictly 
confidential at all times.  
☐ 










Strongly  agree  
☐ 










Strongly  agree  
☐ 
































































27 What is your gender identity? 
☐Male  
☐Female   
 
28 What is your year of birth? 
[drop down list]  
 
29 What is your professional designation? (Please choose from the list below) 
☐Registered Nurse  
☐Registered Practical Nurse  
☐Occupational Therapist  
☐Physiotherapist  
 
30 In what year did you receive this professional designation?[drop down list]  
 
31 How long have you been working in the home care sector? (Please choose from the list below) 
☐Less than one year 1 
☐1-5 years 2 
☐6-10 years 3 
☐Greater than 10 years 4 
 
What other health care sectors have you worked in? (choose all that apply) 
 
32a ☐Hospital  
32b ☐In-patient rehabilitation  
32c ☐Long-term care  
32d☐Palliative care   
32e☐Private sector  
 
33 What home care provider agency(ies) do you currently work for? (choose all that apply) 
[list names of participating organizations] 
 
34 Approximately what percentage of the clients you work with in the community are over the age of 
65? 
 
☐Less than 25%  
☐25-50%  
☐51-75%  




APPENDIX G: INFORMATION AND CONSENT PAGE OF THE G-
CAP SURVEY  
 
You are invited to participate in this online survey as part of a research study conducted by researchers 
at the University of Waterloo and the Saint Elizabeth Research Centre. The purpose of this survey is to 
help us find out more about the assessment of geriatric home care patients to determine their care 
needs. If you decide to participate, the survey will take 30 minutes of your own time to complete and 
your answers will be kept confidential at all times. 
Survey questions focus on your experiences and assessment practices with older home care patients. 
Participation in this survey is voluntary. You may decline to answer any questions that you do not wish 
to answer by simply skipping to the next question and you can withdraw your participation at any time 
by not submitting your responses.  There are no known or anticipated risks from participating in this 
study. Your decision whether or not to participate has no effect on your employment and/or association 
with the organization that sent you the survey now or in the future. 
  
It is important for you to know that any information that you provide will be confidential. All of the data 
will be summarized and no individual could be identified from these summarized results. Furthermore, 
the Fluid Surveys website is programmed to collect responses alone and will not collect any information 
that could potentially identify you (such as machine identifiers). The servers on which FluidSurveys 
operate are located in Canada, so personal information will be primarily stored in Canada however 
personal information may also be processed in and transferred or disclosed to countries in which 
SurveyMonkey affiliates are located and in which service providers are located or have servers. 
 
The data, with no personal identifiers, collected from this survey will be maintained on a password-
protected computer database in a restricted access area of the university. As well, the data will be 
electronically archived after completion of the study and maintained for two years and then erased. 
  
We are looking for 100 nurses, 100 physiotherapists and 100 occupational therapists to participate in 
the survey. If you decide to participate and if you are one of these first 100 participants, you will have 
an option to enter your contact information at the end of the survey in order to receive a $25.00 
(CAD) honorarium in the form of a cheque, which will be mailed to you within a month of your 
participation in the survey. In order to administer this cheque, we will require you to share your full 
name and mailing address as well as your telephone number and/or email address so we can contact 
you if necessary.  
 
Your contact information will be stored separately from your survey results and will only be shared 
with the finance department at Saint Elizabeth Health Care in order to administer the honorarium 
cheques. The finance department will keep this information confidential at all times and will destroy 
the information after the cheques have been administered. The amount received is taxable. It is your 
responsibility to report this amount for income tax purposes. Should you have any questions about the 
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study, please contact one of the following researchers: 
  
Justine Giosa at 905-968-6564 or jgiosa@uwaterloo.ca 
Dr. Paul Stolee at 519-888-4567 X35879 or stolee@uwaterloo.ca or 
 
 
We would like to assure you that this study has been reviewed and received ethics clearance through a 
University of Waterloo Research Ethics Committee. However, the final decision about participation is 
yours. If you have any comments or concerns resulting from your participation in this survey, please feel 
free to contact Dr. Maureen Nummelin in the Office of Research Ethics at 1-519-888-4567, Ext. 36005 or 
maureen.nummelin@uwaterloo.ca. 
Consent to Participate 
With full knowledge of all foregoing, I agree of my own free will, to participate in this study 
[insert check box] I agree to participate. (Please click next to continue) 







APPENDIX H: RECRUITMENT FLYER FOR KEY INFORMANT 
INTERVIEWS  
 




APPENDIX I: INFORMATION AND CONSENT FOR KEY 




Hello [name],  
 
This letter is an invitation for you to take part in a key informant interview to provide ideas for how the 
home care experience of older adults can be improved based your experience with home care services 
(as a client or family/ friend caregiver). Your participation in this interview is entirely voluntary and your 
decision to participate or not will have no effect on the care that you or your family member/ friend 
receives currently or in the future.  
 
Please take time to read the following information carefully.  
 
Who is conducting this research?  Justine Giosa is a PhD student in the School of Public Health and 
Health Systems at the University of Waterloo. This work is being completed as her PhD research project 
under the supervision of Dr. Paul Stolee. Justine holds a Canadian Institutes of Health Research (CIHR) 
Sir Frederick Banting and Charles Best Canada Graduate Scholarship and is a Senior Research Associate 
in the Saint Elizabeth Research Centre of Saint Elizabeth, a collaborating organization for this research 
study.  
 
What is the purpose of this research study? Older people want to remain in their homes as long as 
possible. To do so, many people require home care services to meet their multiple complex health 
needs; however, to get it, individuals and their family members and friends often have to tell their story 
multiple times to different providers who may not communicate with each other to coordinate care. The 
purpose of this study is to design a new approach to care planning for older adults receiving home care 
in Ontario that will enhance the experience of older adults and their family and friend caregivers and 
improve provider teamwork.  
 
What are you being asked to do? You are being asked to participate in a 30-60 minute interview with 
Justine Giosa (the PhD student researcher) where you will be asked about your experience working with 
health care providers in home care to set goals and express and include your unique needs and 
preferences in your home care or the home care of your family member or friend. We want to know 
what suggestions you might have for improving the care planning process based on your experience. 
This information will be used to develop a plan for a more integrated geriatric care planning approach in 
home care.  The interview can take place at a time and location that is convenient for you. We would 
prefer an in-person interview, but if not possible, we can arrange to complete the interview by 
telephone. If you agree to participate, we’ll need your written consent on the attached form. Even after 
you provide consent, you can choose to stop participating in the study at any time. You may also decide 
to skip any questions you do not wish to answer during the interview.  
 
To thank you for your participation in this research you have the option to receive a $25.00 (CAD) 
honorarium in the form of a Visa gift card, which will be provided to you in person during your 
interview or mailed to you following your telephone interview. The amount  
received is taxable. It is your responsibility to report this amount for income tax purposes.You may 




Recording and Confidentiality: Justine would like to audio record the interview so she does not miss 
anything you say, but the recordings and any notes of the discussion will be kept confidential at all 
times. The recordings and the notes will be anonymized and kept secure on password protected 
computers and only Justine and her PhD supervisor will have access to them. If we use a quote from the 
discussion in reporting the findings, we will make it anonymous. We will delete the recordings and shred 
any paper notes within 7 years.  
 
We might use anonymous quotes from the interview in the following ways:  
• in teaching, demonstration and workshop materials, 
• in scholarly papers, articles and other publications,  
• in presentations at academic, health care conferences 
 
Questions about the Research?  If you have questions about the research in general or about your role 
in the study, please feel free to contact Justine Giosa (the PhD student researcher) or Dr. Paul Stolee 
(the faculty supervisor) directly. 
 
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE #22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or   ore-ceo@uwaterloo.ca.  
We sincerely hope that you will consider participating in an interview.  
 
Sincerely, 
Justine Giosa, PhD candidate 
School of Public Health and Health Systems, University of Waterloo 
Senior Research Associate, Saint Elizabeth Research Centre 
jgiosa@uwaterloo.ca  
1-800- 463-1763 ext. 146564 
Paul Stolee PhD, CE 
Professor 
School of Public Health and Health Systems, University of Waterloo  
stolee@uwaterloo.ca  




By signing this consent form, you are not waiving your legal rights or releasing the investigator(s) or 
involved institution(s) from their legal and professional responsibilities. 
I have read the information presented in the information letter about a study being conducted Justine 
Giosa and supervised by Dr. Paul Stolee from the School of Public Health and Health Systems at the 
University of Waterloo. I have had the opportunity to ask any questions related to this study, to receive 
satisfactory answers to my questions, and any additional details I wanted. 
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I understand that all of the information collected in this interview will be kept confidential. I am also 
aware that excerpts from the interview may be included in the publications to come from this research, 
with the understanding that the quotations will be anonymous.  
I was informed that I may withdraw my consent at any time without penalty by advising the researcher.   
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE #22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
With full knowledge of all foregoing, I agree, of my own free will, to participate in this interview session 
and to keep in confidence information that could identify specific participants and/or the information 
they provided. 
YES   NO   
I agree to have my interview session audio recorded. 
YES   NO   
I agree to the use of anonymous quotations in any thesis or publication that comes of this research. 
YES   NO 
I would like to receive the $25.00 (CAD) Visa gift card honorarium for my participation. I understand the 
amount received is taxable and that it is my responsibility to report this amount for income tax purposes. 
 
YES   NO    (IF TELEPHONE INTERVIEW) My Mailing Address is:  
_____________________________________________________________________________ 
Participant Name: ____________________________ (Please print)   
Participant Signature: ____________________________  
Witness Name: ________________________________ (Please print) 
Witness Signature: ______________________________ 
Date: ____________________________ 
When this study is completed, we will write a summary of the results. Would you be interested in 
receiving a copy?  
YES, please e-mail me a summary of the results. My e-mail address is:  
YES, please mail me a summary of the results. My mailing address is:  
NO, I do not wish to receive a summary of results 
 
Would you be interested in being contacted to participate in a future stage of this research? 
 
YES, please contact me at: ____________________________________________________ 
NO, I do not wish to be contacted   
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APPENDIX J: SAMPLE INTERVIEW GUIDE FOR KEY 
INFORMANT INTERVIEWS   
 
Respect and Dignity  
Can you tell me about a time when you felt that health care providers treated you with respect, 
listened to your input and acknowledged your choices?  
[if yes]- what made this experience so great and how could providers consistently make this 
happen? 
[if no]- What could providers do to make you feel like your input and choices are respected, 
acknowledged and incorporated into the care planning process? How do you think they should 
do this? 
Information Sharing  
Can you tell me about a time when health care providers took the time to talk to you about your/ 
your family/friend’s needs and preferences for care? 
[if yes]- what made this experience so great and how could providers consistently make this 
happen? 
[if no]- What could providers do to make sure your needs and preferences are acknowledged and 
incorporated into the care planning process? How do you think they should do this? 
Participation  
Can you tell me about a time during your home care experience (as a client or caregiver) that you 
felt encouraged and supported in participating in goal-setting at a level you wanted to be? 
[if yes] – what made this experience so great and how could providers consistently make this 
happen? 
[if no]- How could providers encourage and support you and your family to participate in goal-
setting at the level you would like?  
Collaboration 
Do you have any suggestions for how health care providers could better involve you in the care 
planning process? [e.g. asking questions about your unique needs, goal-setting, documenting 





APPENDIX K: SAMPLE MEMO FOLLOWING PARTICIPANT 
INTERVIEW  
 
Memo: Interview with Participant #5-DORIS  
Doris was very well prepared for her interview. When I arrived, it was clear that nobody was 
keeping up with the yard work. All of the gardens were completely overgrown and unkempt. 
Doris answered the door--her house was tidy but full of trinkets and collectables and stuck in the 
era of the 1960s. Doris was well dressed--a blouse, sweater and a pleated skirt and black sturdy 
shoes. Her hair was neat--grey and combed back with several bobby pins. She was not wearing 
any make up. 
There seemed to be semi-repair jobs being done in various areas of the very old house. The 
kitchen did not seem to be set up very functionally for someone with limited mobility and I 
found myself wondering if anyone actually cooked in that kitchen anymore. 
There was a cat roaming about.  
The house was somewhat tidy but had not been thoroughly cleaned in a long time and there was 
a strange odour throughout.  
Before we started the interview, I complemented Doris on her lovely backyard that I could see 
from the place at her table where we were to conduct the interview. Doris proceeded to tell me 
that her young neighbours drove her crazy because their kids were constantly outside in the 
summer time on the trampoline until all hours of the night and very early in the morning, which 
she did not appreciate. 
Doris had typed and printed out several documents before I arrived--one was notes she had taken 
from an event on home care services that she attended at a seniors centre. Another was a detailed 
recount of her medical history for over 15 years. Another was a list of her biggest concerns, 
goals and recommendations to improve home care for older adults.  
Doris was very outspoken and to the point. She was not afraid to speak her mind and did not hold 
back on her opinions about the system.  
She seemed lonely and a bit frustrated that her physical limitations were preventing her from 
being as independent as she felt in her mind. She seemed equally frustrated that adequate 
services and supports weren’t in place to help her maintain independence, instead of making her 


































APPENDIX Q: OUR BEST IDEA WORKSHEET AND TEMPLATES 











APPENDIX S: CO-DESIGN WORKSHOP PARTICIPANT 







APPENDIX T: INFORMATION AND CONSENT FOR CO-DESIGN 
WORKSHOP  
 
OLDER ADULT/FAMILY/FRIEND CAREGIVER VERSION  
Dear [name], 
 
This letter is an invitation for you to take part in a co-design workshop where you will partner with 
researchers, health care providers and other individuals who have received or supported those who 
have received home care services to develop ideas for a more integrated geriatric care planning 
approach for home care in Ontario. Your participation in this co-design workshop is entirely voluntary 
and your decision to participate or not will have no effect on the care that you or your family member/ 
friend receives currently or in the future.  
 
Please take time to read the following information carefully.  
 
Who is conducting this research?  Justine Giosa is a PhD student in the School of Public Health and 
Health Systems at the University of Waterloo. This work is being completed as her PhD research project 
under the supervision of Dr. Paul Stolee. Justine holds a Canadian Institutes of Health Research (CIHR) 
Sir Frederick Banting and Charles Best Canada Graduate Scholarship and is a Senior Research Associate 
in the Saint Elizabeth Research Centre of Saint Elizabeth, a collaborating organization for this research 
study.  
 
What is the purpose of this research study? Older people want to remain in their homes as long as 
possible. To do so, many people require home care services to meet their multiple complex health 
needs; however, to get it, individuals and their family members and friends often have to tell their story 
multiple times to different providers who may not communicate with each other to coordinate care. The 
purpose of this study is to design a new approach to care planning for older adults receiving home care 
in Ontario that will enhance the experience of older adults and their family and friend caregivers and 
improve provider teamwork.  
 
What are you being asked to do? You are being asked to participate in a co-design workshop with 
researchers, other individuals who have received home care and their family/ friend caregivers and 
health care providers. The workshop will be approximately 5 hours in length (with appropriate breaks 
and a lunch break) and take place on [insert date and time] at [insert location details]. Refreshments and 
Lunch will be provided. You will be engaged in creative group exercises where you will be asked to 
design elements of a new and more integrated approach to geriatric care planning in home care (e.g. 
assessment, goal-setting and communication). These elements will be applied in an implementation 
framework for a more integrated geriatric care planning approach in home care.  
 
This workshop requires group work and therefore you must attend the workshop in person. If you agree 
to participate, we’ll need your written consent on the attached form. Even after you provide consent, 
you can choose to stop participating in the study at any time. You may also decide to skip any of the 
exercises throughout the workshop.  
 
To thank you for your participation in this research you have the option to receive a $100.00 (CAD) 
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honorarium in the form of a Visa gift card, which will be provided to you in person at the workshop. 
The amount received is taxable. It is your responsibility to report this amount for income tax purposes 
 
Documentation and Confidentiality: Justine Giosa (the PhD student researcher) will be the lead 
facilitator from the workshop and will have assistance from members of the Saint Elizabeth Research 
Centre to co-facilitate the exercises throughout the day. These additional facilitators will be required to 
sign a confidentiality and non-disclosure agreement to protect the information you and others share 
during the session. To document the day, Justine and the other facilitators will keep notes, take 
photographs (please see attached photo consent form) and collect the artifacts you create during the 
creative activities. Your name will not be attached to any of the information/ items collected throughout 
the day and all information from the workshop will be kept confidential at all times. Hard copies of 
information will be kept locked in secure filing cabinets at the University of Waterloo and electronic files 
will be kept secure on password protected computers and only Justine and her PhD supervisor will have 
access to them. We will delete the recordings and shred any paper notes, photographs and other hard 
data within 7 years.  
 
We might use anonymous information and consented photographs from the workshop in the following 
ways:  
• in teaching, demonstration and workshop materials, 
• in scholarly papers, articles and other publications,  
• in presentations at academic, health care conferences 
 
Questions about the Research?  If you have questions about the research in general or about your role 
in the study, please feel free to contact Justine Giosa (the PhD student researcher) or Dr. Paul Stolee 
(the faculty supervisor) directly. 
 
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE# 22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
We sincerely hope that you will consider participating in the co-design workshop.  
 
Sincerely, 
Justine Giosa, PhD candidate 
School of Public Health and Health Systems, University of Waterloo 
Senior Research Associate, Saint Elizabeth Research Centre 
jgiosa@uwaterloo.ca  
1-800- 463-1763 ext. 146564 
Paul Stolee PhD, CE 
Professor 
School of Public Health and Health Systems, University of Waterloo  
stolee@uwaterloo.ca  







By signing this consent form, you are not waiving your legal rights or releasing the investigator(s) or 
involved institution(s) from their legal and professional responsibilities.  
_____________________________________________________________________ 
I have read the information presented in the information letter about a study being conducted Justine 
Giosa and supervised by Dr. Paul Stolee from the School of Public Health and Health Systems at the 
University of Waterloo. I have had the opportunity to ask any questions related to this study, to receive 
satisfactory answers to my questions, and any additional details I wanted. 
I understand that all of the information collected in the co-design workshop session will be kept 
confidential. I understand that any information that I provide will be reported anonymously in the study 
results.  
I am aware that I have the option of allowing myself to be photographed during the co-design 
workshop. 
I was informed that I may withdraw my consent at any time without penalty by advising the researcher.   
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE #22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
With full knowledge of all foregoing, I agree, of my own free will, to participate in this co-design 
workshop and to keep in confidence information that could identify specific participants and/or the 
information they provided. 
YES   NO   
I agree to being photographed during the co-design workshop (if yes: please fill out attached photo 
consent form)  
YES   NO   
I agree to the use of anonymous quotations in any thesis or publication that comes of this research. 
YES   NO 
I would like to receive the $100.00 (CAD) Visa gift card honorarium for my participation. I understand the 
amount received is taxable and it is my responsibility to report this amount for income tax purposes. 
YES   NO     
 
Participant Name: ____________________________ (Please print)   
Participant Signature: ____________________________  
Witness Name: ________________________________ (Please print) 





When this study is completed, we will write a summary of the results. Would you be interested in 
receiving a copy?  
YES, please e-mail me a summary of the results. My e-mail address is:  
 
YES, please mail me a summary of the results. My mailing address is:  
 
NO, I do not wish to receive a summary of results 
 
Would you be interested in being contacted to participate in a future stage of this research? 
 
YES, please contact me at:  
 
NO, I do not wish to be contacted 
 
 
POINT-OF-CARE PROVIDER VERSION 
Dear [name], 
 
This letter is an invitation for you to take part in a co-design workshop where you will partner with 
researchers, other health care providers and individuals who have received or supported those who 
have received home care services to develop ideas for a more integrated geriatric care planning 
approach for home care in Ontario. Your participation in this co-design workshop is entirely voluntary 
and your decision to participate or not will have no effect on your employment with Saint Elizabeth now 
or in the future.  
 
Please take time to read the following information carefully.  
 
Who is conducting this research?  Justine Giosa is a PhD student in the School of Public Health and 
Health Systems at the University of Waterloo. This work is being completed as her PhD research project 
under the supervision of Dr. Paul Stolee. Justine holds a Canadian Institutes of Health Research (CIHR) 
Sir Frederick Banting and Charles Best Canada Graduate Scholarship and is a Senior Research Associate 
in the Saint Elizabeth Research Centre of Saint Elizabeth, a collaborating organization for this research 
study.  
 
What is the purpose of this research study? Older people want to remain in their homes as long as 
possible. To do so, many people require home care services to meet their multiple complex health 
needs; however, to get it, individuals and their family members and friends often have to tell their story 
multiple times to different providers who may not communicate with each other to coordinate care. The 
purpose of this study is to design a new approach to care planning for older adults receiving home care 
in Ontario that will enhance the experience of older adults and their family and friend caregivers and 




What are you being asked to do? You are being asked to participate in a co-design workshop with 
researchers, individuals who have received home care and their family/ friend caregivers and other 
health care providers. The workshop will be approximately 5 hours in length (with appropriate breaks 
and a lunch break) and take place on [insert date and time] at [insert location details]. Refreshments and 
Lunch will be provided. You will be engaged in creative group exercises where you will be asked to 
design elements of a new and more integrated approach to geriatric care planning in home care (e.g. 
assessment, goal-setting and communication). These elements will be applied in an implementation 
framework for a more integrated geriatric care planning approach in home care.  
 
This workshop requires group work and therefore you must attend the workshop in person. If you agree 
to participate, we’ll need your written consent on the attached form. Even after you provide consent, 
you can choose to stop participating in the study at any time. You may also decide to skip any of the 
exercises throughout the workshop.  
 
To thank you for your participation in this research you will have the option to be paid your normal 
Saint Elizabeth hourly wage to participate in the workshop. The cheque will be prepared in advance of 
the workshop by the Saint Elizabeth finance department, will not be seen by the researchers  and will 
be kept confidential at all times. The cheque will be given to you in person at the workshop in a sealed 
envelope. 
 
Documentation and Confidentiality: Justine Giosa (the PhD student researcher) will be the lead 
facilitator from the workshop and will have assistance from members of the Saint Elizabeth Research 
Centre to co-facilitate the exercises throughout the day. These additional facilitators will be required to 
sign a confidentiality and non-disclosure agreement to protect the information you and others share 
during the session. To document the day, Justine and the other facilitators will keep notes, take 
photographs (please see attached photo consent form) and collect the artifacts you create during the 
creative activities. Your name will not be attached to any of the information/ items collected throughout 
the day and all information from the workshop will be kept confidential at all times. Hard copies of 
information will be kept locked in secure filing cabinets at the University of Waterloo and electronic files 
will be kept secure on password protected computers and only Justine and her PhD supervisor will have 
access to them. We will delete the recordings and shred any paper notes, photographs and other hard 
data within 7 years.  
 
We might use anonymous information and consented photographs from the workshop in the following 
ways:  
• in teaching, demonstration and workshop materials, 
• in scholarly papers, articles and other publications,  
• in presentations at academic, health care conferences 
 
Questions about the Research?  If you have questions about the research in general or about your role 
in the study, please feel free to contact Justine Giosa (the PhD student researcher) or Dr. Paul Stolee 
(the faculty supervisor) directly. 
 
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE #22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
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We sincerely hope that you will consider participating in the co-design workshop.  
 
Sincerely, 
Justine Giosa, PhD candidate 
School of Public Health and Health Systems, University of Waterloo 
Senior Research Associate, Saint Elizabeth Research Centre 
jgiosa@uwaterloo.ca  
1-800- 463-1763 ext. 146564 
Paul Stolee PhD, CE 
Professor 
School of Public Health and Health Systems, University of Waterloo  
stolee@uwaterloo.ca  
(519) 888-4567 ext. 35879 
 
CONSENT FORM 
By signing this consent form, you are not waiving your legal rights or releasing the investigator(s) or 
involved institution(s) from their legal and professional responsibilities.  
_____________________________________________________________________ 
I have read the information presented in the information letter about a study being conducted Justine 
Giosa and supervised by Dr. Paul Stolee from the School of Public Health and Health Systems at the 
University of Waterloo. I have had the opportunity to ask any questions related to this study, to receive 
satisfactory answers to my questions, and any additional details I wanted. 
I understand that all of the information collected in the co-design session will be kept confidential. I 
understand that any information that I provide will be reported anonymously in the study results.  
 
I am aware that I have the option of allowing myself to be photographed during the co-design 
workshop. 
I was informed that I may withdraw my consent at any time without penalty by advising the researcher.   
This project has been reviewed by, and received ethics clearance through a University of Waterloo 
Research Ethics Committee (ORE #22251). If you have questions for the Committee contact the Chief 
Ethics Officer, Office of Research Ethics, at 1-519-888-4567 ext. 36005 or ore-ceo@uwaterloo.ca.  
With full knowledge of all foregoing, I agree, of my own free will, to participate in this co-design 
workshop and to keep in confidence information that could identify specific participants and/or the 
information they provided. 
YES   NO   
I agree to be photographed during the co-design workshop (if yes: please fill out attached photo consent 
form) 
YES   NO   
I agree to the use of anonymous quotations in any thesis or publication that comes of this research. 
YES   NO 
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I would like to receive payment for the time that I spend participating in the workshop. 
YES   NO     
 
Participant Name: ____________________________ (Please print)   
Participant Signature: ____________________________  
Witness Name: ________________________________ (Please print) 
Witness Signature: ______________________________ 
Date: ____________________________ 
When this study is completed, we will write a summary of the results. Would you be interested in 
receiving a copy?  
YES, please e-mail me a summary of the results. My e-mail address is:  
 
YES, please mail me a summary of the results. My mailing address is:  
 
NO, I do not wish to receive a summary of results 
 
 
Would you be interested in being contacted to participate in a future stage of this research? 
 
YES, please contact me at:  
 




APPENDIX U: CO-DESIGN WORKSHOP PARTICIPANT PHOTO 
RELEASE  
 
Personal Release / Consent for Photographs  
I, _________________________________________________________________ 




hereby give consent to Justine Giosa (PhD student researcher) and Dr. Paul Stolee (faculty supervisor) to 
take and produce photographs of myself. I further agree that Justine Giosa and Dr. Paul Stolee may use 
these photographs for educational purposes (e.g. as data in the research study, in conference 
presentations) pertaining to the research study titled: “Developing and integrated geriatric care planning 
approach in home care: common assessment, person and family-centred goal setting and 
interdisciplinary collaboration”. 
I understand that Justine Giosa and Dr. Paul Stolee will not under any circumstances use my name in 
conjunction with the above mentioned terms. 
 





        
_________________________________________________________________ 
Signature    
 
Dated the  _________ day of ___________________ , 20____ .  
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APPENDIX V: CO-DESIGN EXPERIENCE FEEDBACK SURVEY  
 
Survey of Participant Co-Design Experience  
Thank you for participating in the co-design session(s). We value your contributions to this project. In an 
effort to learn from and improve our collaborative activities in the future, we invite you to complete the 
following brief survey to help us better understand how to make these collaborative activities meaningful to 
future participants.  
1. Please indicate what perspective you represented at the co-design session(s): 
        Patient             Family/Friend Caregiver                Health Care Provider 
2. To what extent did you feel that you had the right information to participate in the discussions during 
the co-design session(s)?   
 
3. How comfortable were you to share your experiences/ideas/opinions with the program at the co-
design session(s)?  
     
NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
 
4. To what extent did you feel your experiences/ideas/opinions were heard and understood by the 
facilitators of the co-design session(s)?  
     
NOT AT ALL A LITTLE SOMEWHAT MOSTLY ALWAYS 
 
5. To what extent did you feel encouraged by the facilitators to share your ideas for improvement to the 
program during the co-design session(s)?  
     
NOT AT ALL A LITTLE SOMEWHAT MOSTLY ALWAYS 
 
6. How comfortable were you being separated into small groups representing the different patient and 
family member perspectives during the co-design session(s)?  
     
     
NOT AT ALL A LITTLE SOMEWHAT MOSTLY ALWAYS 
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NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
 
7. To what extent did you feel that everyone had an opportunity to participate in the discussions at in 
your small group?   
     
NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
 
8. How useful was the mapping exercise (using the colour-coded tiles) for helping your small group to 
identify key opportunities for improvement to the program?  
     
NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
     
9. How confident are you that your contributions to the co-design session(s) will influence decision-
making and improvements to the program?  
     
NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
     
10. How satisfied were you with the following elements of the co-design session(s)? 
a) Food and drinks available 
VERY 
DISSATISFIED  
DISSATISFIED NEUTRAL  SATISFIED VERY 
SATISSFIED  
 
b) Frequency of breaks  
VERY 
DISSATISFIED  
DISSATISFIED NEUTRAL  SATISFIED VERY 
SATISSFIED  
 
c) Accessibility of the room 
VERY 
DISSATISFIED  
DISSATISFIED NEUTRAL  SATISFIED VERY 
SATISSFIED  
 
d) Proximity to washrooms 
VERY 
DISSATISFIED  







DISSATISFIED NEUTRAL  SATISFIED VERY 
SATISSFIED  
 
11. How likely would you be to participate in another co-design session in the future?   
     
NOT AT ALL  A LITTLE SOMEWHAT VERY EXTREMELY 
     
COMMENTS: _________________________________________________________________ 
 







APPENDIX W: PERMISSION TO USE POSITIVE HEALTH FIGURE 
 
From: Machteld Huber 
To: Justine Giosa; Elizabeth Kalles; Machteld 
Huber Subject: [EXTERNAL] RE: Image Use - for Dissertation 
Date: Wednesday, July 04, 2018 12:32:02 AM 







Sorry for the silence – a bit too much work on my   desk….. 
 
It is okay to use the image. But please realize – and mention – that we use it in a type of   
conversation in wich the key-questions are „what is important to you?” and “what would 
you like to change, if possible?”. 
The professional should listen and ask open questions and learn not to immediately provide 
advise, but coach. 
We call this ‚the different conversation’, where the difference is in the attitude of the 
professional. People who know ‘non-violent conversation’ recognize this in our   approach. 
 
Well, all the best with your discussion  chapter! 






Please exercise caution. The message below is from an EXTERNAL source. Please do not open attachments or click 
links from an unknown or suspicious origin.Thank you. 
